


TABLE O0F 86 8171F5 K134

|. PARTIGCIPATING AGENGIES 4 MBS PROJECT TABLES AND FIGUBES
R e o s -
i BouRE T Mo veoie T
PIURE o SOURCE OF CLIENT BERLRRRLS ¥
o VGRE & PEMOGRAPICS CELILIT BECRUTEME VT DESCRIPTION I
. TARLE ) OVERVIEW OF SAMPLE S8 POk CHTERENT STUDIES
JV. PROJECY OBGANIZATION 54 TARLE (A CLIENT BROFILE BY TY5E OF DIC sk ai
... . ’ TARLE 2 CLIENT BROFRE 15 LERGTH OF TREATMENT «
INDIVIDUAL PROJECT DEMOMNSTRATION COMPORENTS 12 FIGUIRE & SAMPLE BIZE. BROHECT RANIDE AL ATION PARTICIEATION ke
e ... .. VIGURE 5 CHARACTERISTICS OF BANDOM Al NN T oy
BIURE & TREATRE WY DAYS T FIRET FREATMENT LISODE n
AN TOTAL TREATMEN) Davs
FIGUES 71A1  HAZARE OF TREATMENT BROPOLT i
BIGHEE 700 BAZARI:OF BRETERM DELWIRY
HOLRE # CLIENT BEMOGRABIDCS By PACTORS POTENTIALLY
ASHOUIATE D WITH PEETE R D
ERIRYE b CHEMICAL BEPERNDENCY TREA
PRETEEM DELVERY
PIOURE 1 MECNATAL COMPLICATIONS ANE BURATION O

H.

1

& COMMUNITY BASED CLIENT MARAGEME
i1} RECRUITMENT 13
3 CHITREAUHK 12
(3] MATERNITY CASE MARAGEMENT 13
B OMEBICAL SERVICES 1e
C CHEMICAL DEPENDERCY TREATMENT i
I BAMILY SUBPORY 20
{1} PARENTS ANGNYMUOUR l
(21 PROCEAN BOR FARLY PARENT shpPORY a2
(2 AEOPTION SERMIUES
4 THERAPEUTIC CHILICARE .

B
o

i

BOURE 11 E S PR YCHOROOIAL PROFILE AT BASELINY
19 CHILLREN G MENIAL BEAITH i BIURE 12 OMETE DN RED AT BISE O BSYCHOSOCIAL o

RESEARCH FINDI ﬂ 5 § s FAESASLIZES AV AP WD aRap Rl

S . . . @ @ @ BRI SAMPLE SIP5 IRYOHOSUOIAL, BARENIING AND IMEANT i

i o Ol s

Vi

A RESEARCH PHOTO ’
B STUDY BURIECT DESCRIPUION POE EACH pHALY RS e FRAARE 14 GELEREROREE L SRR AL Bt Bl

5 il
€ DESCEIPHION OF STUDY POPULATION BY PRIMARY DREUG O AT BASEL L ARRELEMERT AND EGLL OGS LD
ARUSE AND LENGTH OF TDJE IN TREATMENT Pl FRIUGE 18 CANERALL DA AND BARENTING OUTUOMES A i

1 CHEME AL DEPERDERCY TREATRIERT COMPLIANCE AND UL MO INEAME O E 0D
BREGARCY GUYCOMES BY TEEATMENY MODALITY e FRGLIKRE 10 SAMPLE 0 ANTRRARTLN f)m}f? AR Ay W
B GESTETRICAL AR MEQMATAL OUTCOMES BY BURATHOGR OF FREYVERM BRI .
TREATMENT ARD PREGHNANCY OUTCOMEY BY TREKIMENT DAY 1 HOURE 1 SAMPLY 510 BREDICDION 08 DRECLIBE 1N A
¥ AL ESCERT POPULATICH 24 PBEAVEL ORI Bokp ’
G PEYCHOGOIRL BRD FSRE WG CLIERY DESCRIFTION 3 Fisiiie 1n AR ARIMOITN. DO I AN B DA sl S iR B at
M. BSYCHOROUIAL PARENTIMG ANMD IFANT OUTCOBIES 3 Fraige 1o BAMELE B30 WNLANT GUTCORE ALY R ai
i SECINDARY ANALYES £ FieilkE 2o DEVELOPBAE T AL ol WELIRGMUT R GOt & 4
fhy ARNTERARTUM DREUG ABUSE AND PEETERM DELIVERY 14 e PIGURE 21 BAMPLE SIEE BEUAL AL CUGH SYRDROKE SR STy i
THE RISE ACooUnTED FOR BY COPACTORE EobiEr oo SARIPLE BleE MIATLRINETY (B0 MANALEMER) ah
£7F ANALYEIS COMUERMING TREAMENT FOLL WP = PROLBE 24 e HE GO ERRED 1o FIRT STEPS AND a3
i FOLLOWUE BUR-GTUDIES 4 WU CASE Maty sy
P10 PREBICTORS OF DECLIE BN DEVELOEMERTAL SU0RES i Prating o4 SAMILE SIEE PO AN CGUTEOME Y PRENATAL A
ARG INFARTE BORR T BETARUE AP NG WOMER TREADME N DU
(2 2 ) L M SENING T FOR 4y Friteg o0 PREANT D AT By D I el ATMENT AN
s PtiRE o0 PUSIT BARTIIN Copr A L0 O B E R CARE AND CES 1y AN
DT ar OF PRLE HATAL T ATMENT
47 Hoting ay AUYUAL TREATRE Y B D By WOMEN REGARDLESS OF sty
RAndn e
POGT AT BANDGMIZED SAMBLE SI0E VOR ARAIYRIR 51
CERABRLTL R CoF BRI BROea | B BRR IR R AR st %
PEETHIN I G O G Bt B AT

THEAYMERT PARTICIPATION

B POST IRTREEVERTION BOLLOWUE « ORE AND TG YEARE PORY PARTLM 44
P10 BABRCT OF MATERRITY UASEMANAUEMERNT OR UTHIZATHIR 44
OF BERVICE

G BBLECTED ORIECZYEAR POST PARTUM OUTCOMER BY DLRATION A
CH PRERATAL CHERECAL DEPEHIERCY TREATMENT

£33 SELECTED POSY BPARTUM OUTCONMES BY BARDOMIZED A%

TREATMERT ABSHINMERY

Vil. BIBLIDGRAPHY 57

FlGURE 2

Pl v

ACKHOWLEDGEMENTS ‘ s




Participating Agencie

THEE HOMNS
PR O JECT
FINAL REPORT

NOVEMBER 1999

DEPARTMENT OF SOCIAL AND HEALTH
SERVICES, DIVISION OF ALCOHOL AND
SUBSTANCE ABUSE,

Olympia, Washington 98504-5330

DEPARTMENT OF SOCIAL AND HEALTH
SERVICES

Lyle Quasim, Secretary

Edwin Hidano, Assistant Secretary,
Health and Rehabilitation Services

DIVISION OF ALCOHOL AND
SUBSTANCE ABUSE

Kenneth D. Stark, Division Director

Mary Ann LaFazia, MSW, MOMS Project
Director

Funding for this perinatal substance abuse
research and demonstration grant was through
the National Institute on Drug Abuse (NIDA
Number DA-06361 and Washington State
Department of Social and Health Services,
Division of Alcohol and Substance Abuse

PARTICIPATING AGENCIES

PROJECT OFFICER
NATIONAL INSTITUTE ON DRUG
ABUSE

Elizabeth Rahdert, Ph.D.

PRINCIPAL INVESTIGATOR
WASHINGTON STATE DEPARTMENT
OF SOCIAL AND HEALTH SERVICES
Kenneth D. Stark, Director, Division of
Alcohol and Substance Abuse

Co-PRINCIPAL INVESTIGATORS
UNIVERSITY OF WASHINGTON

D. Heather Watts, MD, Associate
Professor, Department of Obstetrics and
Gynecology

James Farrow, MD, Director, Adolescent
Medicine, Center for Human Develop-
ment and Disability

WASHINGTON STATE DEPARTMENT OF
SOCIAL AND HEALTH SERVICES
DIVISION OF ALCOHOL AND
SUBSTANCE ABUSE

Mary Ann LaFazia, MSW, Project Director
Christopher Hansen, Supervisor, Family
and Prevention Services

Dwight Bond, Region IV Administrator
Antoinette Krupski, Ph.D., Research
Supervisor

ECONOMIC, MEDICAL AND FIELD
SERVICES DIVISION (EMFS), REGION IV
Teri Hall, On-site Supervisor, Case
Management

John Leonard, Rainier Community Services
Office Administrator

SEATTLE-KING COUNTY DEPARTMENT -
OF HEALTH

MATERNAL AND CHILD HEALTH
SERVICES

Kathy Carson, MCH, Public Health Nurses
Coordinator

Catherine Crawford, Nurse Supervisor

DIVISION OF ALCOHOLISM AND
SUBSTANCE ABUSE SERVICES

Shoni Davis, RN, DNSc, Administrator,
Perinatal Treatment Program

Sharon Toquinto, Treatment Director
Patrick Vanzo, Division Administrator

UNIVERSITY OF WASHINGTON
DEPARTMENT OF OBSTETRICS AND
GYNECOLOGY

Marijane Krohn, Ph.D., Co-Investigator
Jean Lanz, Ph.D., Research Coordinator
Kate Lanagan, PA, Health Care Specialist

DEPARTMENT OF PSYCHIATRY AND
BEHAVIORAL SCIENCES

Heather Carmichael Olson, Ph.D.,
Co-Investigator

Kim Kendall, Ph.D., Co-Investigator

PARENTS ANONYMOUS, WASHINGTON
CHAPTER

Sylvia Meyers, Executive Director

Linda McDaniels, Project Staff

PROGRAM FOR EARLY PARENT SUPPORT
Jane White-Vullet, Executive Director

Katheryn Davis, Project Staff

Post INTERVENTION FoLLow-up

CENTER FOR HEALTH ECONOMICS
RESEARCH

Joyce H Huber, Ph.D., Senior Economist
Jerry Cromwell, Ph.D., Senior Economist

WASHINGTON STATE DEPARTMENT OF
SOCIAL AND HEALTH SERVICES
RESEARCH AND DATA ANALYSIS

Laurie Cawthon, MD, MPH

Fred Feidler, Ph.D.




Thisdocument r@mmm L
esii of e collaborative and
Conperative ellor of dedinaten
staff from academia local and
Ll coiements e le
Solepivae ol ations. Aosinet
Many ohslaces e were anie o
Oln o alenis ererliee g
Goodwil o el el e uni
{onhal the srovlaon ol g
Cole en e a0l sevies
which locused on recoven by
Chumical s e peanan ang

DOS DAt woimen ol
erease the lke hood Lhe! e
WOMED abe the inlants woud
Have an ooporunity o) eathy

~ The comm %mm
and dedication of all program stalf
ale pedtl aobnciad

Coetlan e

extended Lo the Project

i%mm%% Rahidoie b ivin o
National Institute o Drug Suse
(NIDA}. Appreciationisalso
extended to Director Kenneth %’;%
Stark supervisor Ch
Hansen and Regional
Dvehl bond Division
and Substance Abuse. the applicant

agency, for their unylelding commit-

ent o and sipboit ol e o e
s oo gl enont s

Prenared o st our s and

Dhbalios b eaulied in

%wif:% mmm@%ﬁz The chemical

Problem Statements |

[MOMS Project Key Findings

B Substance abuse during
pregnancy is a serious problem,
with increased rates of maternal,
perinatal, and neonatal complica-
tions among heroin, cocaine,
alcohol, and marijuana users
(Kliegman et al., 1994, McCalla
1991, Jacobson 1994, Gillogley 1990,
Little 1991a, Little 1991b).

Bl The average Medicaid payments
for an infant’'s medical care during
the first two years of life, for women
whose substance abuse problem
was identified but not treated in the
prenatal period, was $5,447. This is
higher than for women who
received chemical dependency
treatment in the prenatal period
(£3,694) (Cawthon & Schrager
1994).

[MOMS Project Goal |

The time of pregnancy has been
regarded as a “window of opportu-
nity” for heightened treatment
m:otivation for pregnant, chemically
dependent women, and an excellent
time to begin monitoring infant
health and development with the
ultimate goals of improving the
lives of families and reducing
societal costs.

B wWomen identified with
chemical dependency problems
who received MOMS Project case
management were significantly
more likely to receive prenatal
substance abuse treatement during
pregnancy than women who
received First Steps
Casemanagement or no case
management.

B Women randomized to the
project’s comprehensive, short-
term residential treatment were
more likely to stay in their
treatment for more days than were
women randomized to intensive
outpatient or community treat-
ment (which was either residential
or outpatient treatment).

Bl Pregnancy outcomes were
better among women assigned to
comprehensive, short-term
residential treatment, suggesting
added benefit from the residential
component. These women had a
lower rate of pre-term birth than
women in intensive outpatient or
women receiving the community
level of care.

Regardless of treatment
assignment, women with longer
duration of chemical dependency
treatment during pregnancy had a
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lower rate of pre-term birth,
stillbirth, and prolonged neonatal
hospital stays.

B Stillbirths were highest among
women with no treatment during
pregnancy with a remarkably high
rate of 9 percent. Birth weight
below 2500 grams, a marker for an
increased risk of infant morbidity
and death, tended to decrease as
treatment stay increased.

B The rate of small-for-gesta-
tional-age infants was not different
among groups, suggesting an effect
early in pregnancy of chemical
exposure, not reversed with
treatment.

Bl The rate of infants requiring
hospitalization for more than seven
days decreased with mother's
longer treatment stays, suggesting
savings on neonatal hospital costs.

B The rate of fetal/infant death
was significantly lower for women
who participated in 21 or more days
of substance abuse treatment.
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The MOMS Project, a research and
demonstration grant sponsored by
the National Institute on Drug
Abuse (NIDA), was one of 21
perinatal projects funded nationally
in the early to mid-90s. The project
was located in Seattle, Washington.

The MOMS Project was an interdis- .

ciplinary approach to providing
recovery services to pregnant,
chemically dependent women,
involving the expertise and input of
seven related fields: chemical
dependency treatment, medicine,
public health, social services, child
development, parenting education,
and research. The Project incorpo-
rated the strength of field work (i.e.,
working with real people) with the
power and clarity of research
clinical trials.

The Project conducted a random-
ized, unblinded trial of three
different modes of treatment:
short-term residential with
outpatient follow-up, intensive
outpatient, and existing community
treatment (which served as the
control group). Both short-term
residential and intensive outpatient
treatment were offered in a
treatment program funded and
operated by the MOMS Project,
which offered a comprehensive,
woman-specific treatment approach
to recovery. The community
treatment mode involved referral to
treatment programs in the
community serving pregnant,
chemically dependent women.

Pregnant, chemically dependent
women, age 16 years or older, were
enrolled in the project through their
28th gestational week. The primary
research goals compared the three
randomized treatment groups on the
following: length of treatment stay,
length of sobriety, pregnancy and
delivery complications, improve-
ment in the women'’s psychological
profiles, and infant developmental
outcomes up to age 2.

Demonstration Program
Components

The demonstration components of
the MOMS Project were designed to
incorporate existing community
services into a comprehensive
service delivery model that focused
on recovery for pregnant, chemically
dependent women and their
families.

Outreach/Case Management/
Maternity Services - The outreach
and case management component of
the MOMS project was a partnership
of social workers from the public
assistance agency and public health
nurses from the county health
department. In addition to recruit-
ment of women to treatment, the
case managers provided community

outreach and education and ongoing

management services to assist with
medical and financial eligibility,
referral to prenatal services,
assistance with locating safe and
sober housing, and assistance with
childcare and parenting issues.

Maternal Medical Services - All
women involved in the project
received an initial, comprehensive
health history and physical examina-
tion which included both general
medicine and obstetric/gynecologic
(ob/gyn) assessment through the
MOMS Project Clinic, located at the
Northwest Family Center. HIV
testing and counseling and family
planning counseling was provided to
all participants. Nursing services at
the treatment center ensured that
medical care of women and children
became an integral part of each
client’s treatment program.

Chenmical Dependency Treatment
Services - The Perinatal Treatment
Program provided treatment services
through intensive inpatient and
outpatient modalities, and into
aftercare services. The treatment
was designed around women'’s
comprehensive needs and reflected
the progression of phases through

which women proceed in the
recovery process. Transition from
each phase is based on individual
progress: 1) Stabilization; 2)
Recovery Planning; 3) Issues
Resolution; and 4) Transitional
Living. The residential modality of
the project included children up to
age 6 in residence with their ‘
mothers. The outpatient compo-
nent provided childcare services for
children up to age 6 while the
mother participated in treatment.

Family Support Component - The
project integrated family support
principles as essential to substance
abuse intervention. The actual
treatment milieu, both outpatient
and residential, incorporated
family support principles through-
out the program and more
specifically through mandatory
client participation in parenting
education and parent support
activities. The family support
philosophy involves treating the
family as a whole; staff was trained
to give up the role of expert and
treat parents as equals, while
parents were encouraged to define
strengths upon which to build.

Children’s Services - Children’s
services included structured and
informal childcare in residence. A
therapeutic childcare program when
parents were in treatment sessions
was provided for children up to age
6. The services also included on-
site supervision for Child Protective
Services (CPS) visitations and
referral to community childcare
services for older children. Clients



took newborn babies to group
treatment sessions with them. The
children’s services also included
mental health assessments for
older children not in residence with
their mothers.

Lﬂasearch J

The project accepted 55 women into
treatment during a six-month pilot
phase, beginning July 1, 1991.
Randomization began January 1,
1992, and officially ended on June
30, 1994. Project demonstration
and data collection continued
through December 1996, with data
analysis continuing until September
1998. The total project enrollment
of 310 had women randomized into
the following groups: control (96),
short-term residential combined
with ongoing outpatient (99), and
intensive outpatient, combined
with ongoing outpatient (99). A
long-term residential component
(16) was dropped early in the
project. Analyses were conducted
with the total of 365 women for
certain variables, some analyses
included both the pilot (n=55) and
randomized (n=310) subjects, and
other analyses depended on the
availability of subject data for the
analysis.

The MOMS Project demonstration
and research provide valuable

baseline and descriptive data,
regarding pregnant, chemically
dependent women. The total
composite of data collected and
analyzed helps us better under-
stand those factors which contrib-
ute to an improved outcome for
chemically dependent women and
their children.

The following is a description of all
women enrolled in the project, both
pilot and randomized, for whom an
initial chemical dependency
assessment was completed: project
women are older than the general
population of pregnant women
(median age 26 years); they often
live without other adults (42
percent); 43 percent of the women
have not completed their high-
school education; and almost one-
half (49 percent) of the women have
never held a job longer than one
year.

Women enrolled in the project were
severely chemically dependent (89
percent), as assessed by DSM il for
dependency. Slightly more than
two-thirds (70 percent) have been in
a treatment program at least once
before; 32 percent have been in at
least three other treatment
programs. Frequency of primary
drug of abuse was highest for
cocaine (46 percent), lower for
alcohol (27 percent), and less

Figure 1: MOMS Project Sample Pool

365

Project
Women

Pilot

Randomized

Sample Pool

frequent for heroin (16 percent),
and marijuana (11 percent).

A majority of women enrolled in the
project report at least one incar-
ceration (79 percent); half of the
women (50 percent) report trouble
with police before age 18. Of those
women with other children, over
half (58 percent) had involvement
with CPS, with 40 percent having at
least one child in CPS placement. A
third of the women (33 percent)
have been treated for non-drug-
related mental health problems,
while 26 percent have been
prescribed psychoactive medication
at some time in the past.

|Fina| Results

In evaluating the effect of chemical
dependency treatment during the
pregnancy, we used the following
categories of treatment duration:
no treatment, entered treatment
but dropped out early (1 to 20
days), completed a short course of
treatment (21 to 30 days), and
extended period of treatment
during pregnancy (30 or more days).
Women have been categorized
according to the duration of
treatment regardless of the
treatment modality.

B Women who had no treatment
during pregnancy or dropped out
early had an increased risk of pre-
term delivery (delivery before 37
weeks gestation) compared to
women who completed a short
course of treatment.

B Women who received no
treatment were over three times
more likely to deliver a baby
prematurely than women who
received an extended duration of
treatment (Hazard ratio = 3.8; 95
percent confidence interval 1.8 to
8.2). Women who dropped out early
were over two times more likely to
have a pre-term delivery than
women who received an extended
duration of treatment (Hazard ratio
- 2.7; 95 percent confidence interval
1.1t0 6.7). These risks were
determined after adjusting for other
competing risk factors for pre-term
delivery.

B Women who received no
treatment during pregnancy or
dropped out of treatment early had
an increased frequency of placental
abruption compared to women who
completed a short course of
treatment or remained in treatment
for an extended period of time
(p=0.0009).

B Women who received no
treatment during pregnancy or who
dropped out of treatment early had
a higher frequency of fetal deaths
than women who stayed for a short
course of treatment or remained in
treatment for an extended period of
time (p = 0.006).

B Women who received no
treatment during pregnancy or who
dropped out of treatment early were
significantly more likely to have a
fetal or infant death than women
who stayed in treatment over 21
days.
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[Background

Chemical dependency among
women has received increased
attention as a major public health
problem with increased emphasis
on the need to expand services for
women (Reed, 1987; U.S. House of
Representatives, 1990, Center for
Substance Abuse Treatment (CSAT),
1994). Services for pregnant women
should warrant an especially high
priority because of the large
number of children born each year
at-risk due to prenatal alcohol or
drug exposure (Vega et al., 1992),
and due to societal concern about
the welfare of children in families
involved with substance abuse
(Hawley & Disney, 1992).

Pregnancy offers a unique opportu-
nity as women can be motivated to
seek and participate in treatment
during pregnancy and may also
increase participation in prenatal
care. In addition, treatment during
pregnancy with decreased use or
abstinence from drugs may reduce
harm to the fetus and lower the
high rate of adverse pregnancy
outcomes seen among chemically
dependent pregnant women. It is
also an excellent time to begin
monitoring infant health and
development with the ultimate
goals of improving the lives of
families and reducing societal
costs.

Many different types of chemical
dependency treatment exist but
they can be broadly grouped into
outpatient or residential treatment.
Residential treatment may be
intensive and short-term (30 days or
more) followed by outpatient, or it
may be longer-term (up to two years
or more), such as that in therapeu-
tic communities. Since residential
treatment is more costly than
outpatient treatment, objective
evidence of added benefit is needed
to justify the added cost of
including residential services as
part of the continuum of care.

The primary research goals were to
compare the three randomized
treatment groups on the following:
length of treatment stay, length of
sobriety, pregnancy and delivery
complications, improvement in the
women'’s psychological profiles, and
infant developmental outcomes up
to 1 year after enrollment.

Randomization Rationale

Since clear criteria for assignment
of pregnant, chemically dependent
women to outpatient or residential
treatment were not available at the
time of project design, a random-
ized trial of treatment type was
ethically justifiable and most
appropriate for assessment of the
impact of treatment. An intensive
outpatient treatment program was
compared to a similar program
which also included a residential

By Mary dan

stay of up to 30 days. Both short-
term residential and intensive
outpatient treatment were provided
in a treatment program funded and
operated by the MOMS Project.
These treatment modes offered a
comprehensive, woman-specific
treatment approach to recovery.
Both groups were compared to a
group of women randomly assigned
to community treatment as would
be available to women not
participating in the project.

Eligibility criteria for the MOMS
Project included being at least 16
years of age, less than 28 weeks
pregnant at the time of referral (30
weeks at the time of enrollment),
actively using substances, screened
for moderate to severe chemical
dependency, and physically and
mentally able to participate in
family-oriented treatment, and
willing to consider being enrolled
into this randomized clinical trial.

l

Project Composition

The Project was a cooperative effort
with the Division of Alcohol and
Substance Abuse (DASA), Washing-
ton State Department of Social and
Health Services (DSHS), as the
applicant and lead agency.
Participating agencies included
DSHS Economic and Medical Field
Service; the Seattle-King County
Health Department, Division of
Alcoholism and Substance Abuse
Services and Maternal and Child
Health Services; Washington State
Parents Anonymous; the Program
for Early Parent Support; and the
Department of Psychiatry and
Behavioral Sciences, and the
Department of Obstetrics and
Gynecology from the University of
Washington.

The MOMS Project established a
comprehensive treatment program
for pregnant and postpartum
women and their infants. The
MOMS Project was unique in that it
utilized existing social, health,
medical and other resources
throughout the community to
provide comprehensive care to
pregnant, chemically dependent
women. The resources included:
outreach and case management,
prenatal and postnatal medical
care, chemical dependency
treatment, research, family support,
and child health and development.



Strategies which proved helpful in
working cooperatively with each
other in project implementation
included: a) utilization of Qualified
Service Agreements (in accordance
with federal laws) to share client
information between the chemical
dependency treatment agency and
participating community agencies;
b) identification of a “common
language” guide to convey similar
meaning of terms to all staff; c)
establishment of subcommittees for
the purpose of dealing with
functional organizational issues; d)
development of a project mission
and philosophy that addressed
common direction and embraced
cross-agency values and goals; and
e) regularly scheduled opportuni-
ties to acknowledge project staff
and celebrate project accomplish-
ments.

These activities promoted staff
cross-training and were helpful in
bridging the knowledge gap among
the different disciplines. Although
some project staff struggled
throughout the project, we were
able to successfully work together
in the collaboration of research and
demonstration goals. Staff
members were able to put aside
their differences in the coordination
of client care plans. The develop-
ment of a project mission and
philosophy especially lessened
conflict and greatly enhanced
project harmony.

Integration of Clinical Trial with
Demonstration Project: As a
research and demonstration
project, the MOMS Project was
committed to the successful
integration of research methodol-
ogy with the delivery of direct
services. Two Principal Co-
Investigators and the Project
Director shared the coordination of
the operation of the project. The
Project Director worked to ensure
adherence to project goals and
objectives, to reasonably allocate
and appropriately dispense funds,
and address conflicts and differ-
ences of opinions in a timely
manner. The Project Director
worked for the applicant agency, the
Division of Alcohol and Substance
Abuse. A Project Coordinator
ensured day-to-day coordination of
research and service tasks and
monitored the development and
maintenance of a team approach.

The Project instituted two working
committees for the purpose of
dealing with functional organiza-
tional issues. The committees were
titled “Project Implementation
Committee” and “Project Research

= Committee.” Participation on these
- committees was required of each

project component and from each
participating agency. Because
much of the project services
involved the actual creation of a
service delivery model, each project
component, at some time during

the project, convened ad hoc work
groups to address specific tasks or
assignments.

The Project Implementation
Committee was chaired by the
Project Director. The committee
met monthly in person and as
needed, weekly via phone confer-
ence. This was a huge project
which hired up to 80 people at the
peak of implementation. The
persons designated by their
respective agency or project
component to serve on the
Implementation Committee, served
as the business staff. Committee
members were given authority to
make procedural decisions and
provide recommendations to the
applicant agency on fiscal matters.
This group worked to trouble shoot
the multitude of problems that
consistently surfaced throughout
the project’s life. The group's most
important role, and one which each
member took exceptionally
seriously, was to anticipate problems
and develop solutions in a most
efficient and non-intrusive manner.
The committee members were
conscientious about attending
meetings, and in spite of obstacles
that appeared to never cease, were
always positive and committed to
making the project work.

In addition to the Implementation
Committee, a Research Committee
was established to oversee the
coordination of longitudinal

research requirements with ongoing
program and field needs. The
complexity of the data collection
schedule, which included four
baseline and eleven postpartum
contacts, was managed by a
research coordinator who super-
vised field research staff in the
implementation of the research
protocol.

The Research Committee was
responsible for the development of
the project’s research protocol,
including final selection of data
collection instruments and
determination of staffing needs.
The Research Committee evolved
into two subcommittees. The
Research “Executive Committee”
included the Co-Investigators and
the Project Director with the
responsibility of addressing issues
of data management with final
authority regarding design, method-
ology, and implementation of the
project research. The “Research
Demonstration Committee,” as its
name suggests, included represen-
tatives from each of the project’s
five demonstration components:
medical, chemical dependency
treatment, case management,
family support, and research. It
addressed procedural issues at the
service and data collection level.
The research coordinator provided
the linkage between the two
research committees.



MOMS Project
Recovery Philosophy

A focus which was difficult to grasp
in the initial stages of MOMS
Project implementation was the
concept of chemical dependency
recovery, beginning with recruit-
ment and retention of pregnant
women, through the medical care,
into treatment, and on to aftercare.
Agencies worked hard to incorpo-
rate a recovery concept as the
overriding goal for the pregnant,
chemically dependent women in
the project.

During implementation meetings,
with an openness to learn from all
sides, participating agencies were
able to develop a MOMS Project
Philosophy which made the focus
for all agencies based on recovery
principles. The non-chemical
dependency treatment agencies
were able to recognize

that without a recovery goal, none
of the efforts for the patients would
become fruitful.

The chemical dependency treat-
ment staff became knowledgeable
about the strength of combining
treatment strategies with family
support, research, case manage-
ment, nursing, and other profes-
sional entities. The result was the
acceptance and dependence on the
contributions from each agency in
developing comprehensive service
plans for each patient.

Project staff learned to recognize
signs and symptoms of relapse and
how to help clients effectively
reduce or eliminate these signs and
symptoms of defense mechanisms
before destructive behavior patterns
become reactivated. The interven-
tions were designed to build upon
the woman'’s strengths and to
provide her with skills to aid in her
recovery.

Recovery Process: The recovery
process focused on assisting the
woman to learn self-evaluating
techniques by helping her identify
strengths. She was provided with
positive feedback and re-parenting
techniques. Role-modeling by
MOMS Project staff and peers
helped the woman to restructure
her dysfunctional behavior patterns
in a safe and empathic environ-
ment. When the woman demon-
strated the ability to recognize self--
defeating behaviors and intervene
in a myriad of “real-life” situations,
the woman achieved a recovery-
focused lifestyle. Women were
taught through the recovery process

“that recovery is a lifelong process.

They were taught skills to continue
with their recovery after leaving
treatment. Project staff worked
toward incorporating the self-help
model of recovery around the
specific needs of the women.

The recovery process involved
learning to recognize and intervene
in the pattern of defense mecha-
nisms. Defense mechanisms are

the symptoms of the disease of
chemical dependency. The main
defense mechanisms involved in
chemical dependency include: 1)
denial, 2) avoidance, 3) minimizing,
4) rationalization, and 5) fatalistic
thinking. Defense mechanisms are
known to be danger signs in an
individual with chemical depen-
dency.

Because of the very nature of
chemical dependency, the indi-
vidual in the initial phases of
recovery is not able to recognize
these symptoms on her own. It was
necessary for the MOMS Project
staff to confront the woman with
recognition of these symptoms.
During the course of recovery, the
woman began to recognize and
intervene on her own when these
symptoms began to arise.

Staff became knowledgeable about
relapse and recognized that by the
time the individual actually
resumed drug use, her relapse was
advanced. The MOMS project staff
learned to be aware of the signs and
symptoms of relapse (i.e., the
occurrence of ineffective defense .
mechanisms) and focused the
woman's recovery process on
identifying and alleviating these
symptoms.

MOMS Project Staff Role: Every
member of the MOMS Project
adopted the recovery approach.

When in practice, this prevented the
various agencies and organizations
from unintentionally interfering
with the woman'’s recovery process.
For example, if a woman was
identified as exhibiting a defense
mechanism, she was confronted on
it immediately by whomever the
staff person was at the time. Multi-
disciplinary staffing was used as an
effective way of dealing with client-
related issues. The staffing was
scheduled on a regular basis with
the woman to give her feedback
related to her recovery progress.
Peer group and peer staffing was
included as an integral part of the
woman'’s recovery.

The integration of a philosophy for
the women's recovery, using a
client-centered, multi-disciplinary
approach, was advantageous in
several ways. Women learned not
to split the staff as the entire
MOMS Project staff focused on
keeping the women on a path to
recovery. Keeping the women
focused on their recovery process
resulted in a stronger commitment
to treatment, improved follow-
through, and greater retention.
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A. Community -Based
Client Management

By Teri Hall, Kathy Carson, Catherine Crawford

Community Client Management was
a component of the MOMS Project
which included client recruitment,
outreach to community agencies
and organizations, and maternity
case management.

(1) RECRUITMENT

Admitting pregnant substance-using
women into chemical dependency
treatment services presented major
challenges for the Project. After
finding the women, the challenge
became motivating them to
participate in treatment. Potential
problems that project planners
suspected would be barriers to
recruitment and enroliment had to
do with randomization, enrollment
prior to 28 weeks gestation, attitude
of community health and social
services clinicians toward chemical
dependency treatment, severity of
client chemical dependency
problems, lack of legal mandate, and
inclusion of adolescents.

Randomization: Through the use of
focus groups with women in
treatment, project staff learned that
the reluctance of women to enter
treatment had more to do with the
nature of the disease of chemical
dependency, such as denial, rather
than concerns about research or
randomization (Davis 1993).
Problems associated with participa-
tion in a clinical trial appeared to be
related to community clinicians’
attitudes and not the opinion of the

J

pregnant women being recruited.
Out of the 310 pregnant women
enrolled into the project, 21 women
refused their random assignments.
These women either chose not to
enter treatment or selected a
different treatment modality from
their assignment.

Enrollment prior to 28 weeks of
pregnancy: The enrollment of
women early in pregnancy, prior to
the third trimester, did not prove to
be as problematic as was antici-
pated. For example, of the total
number of 1,125 women outreached
by project recruiters for potential
recruitment pool, 38 percent were
in their first trimester and 80
percent in their first or second
trimester.

Attitudes of community social and
health services clinicians: These
clinicians were often reluctant to
confront women about their
chemical use for fear the women
would stop using prenatal and
other social and health services.
They were often unaware of the
availability of chemical dependency
treatment services in the commu-
nity, lacked the skills to recognize
addictive disease, or had negative
impressions of the efficacy of
treatment.

Client chemical dependency severity:
The majority of the women
identified and enrolled into the
project were diagnosed with severe
chemical dependency (89 percent),
based on the DSM IIl. The severity
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of the women's problem was not a
barrier to either recruitment or
enrollment.

Lack of legal mandate: In Washing-
ton State, during the project’s
implementation phase, there
continued to be discussion in the
Legislature toward punitive
measures for pregnant, chemically
dependent women. Prosecution
and/or mandatory contraception
was often the favored legislative
intervention. The project was able
to demonstrate that early identifica-
tion was possible and that
pregnant, chemically dependent
women, given the opportunity,
would enter treatment, and this
treatment would result in positive
birth outcomes, without legal
mandate.

Adolescent population: The initial
study design proposed that up to 40
percent of clients would be
pregnant adolescents over the age
of 16. From the onset of the
project, this population was difficult
to recruit, engage, and enroll into
the project. Extensive outreach was
made to adolescent service
agencies, schools, and the juvenile
justice system. When, despite
project efforts, adolescent recruit-
ment continued to be problematic,
youth care providers were surveyed
to determine why referrals were not
forthcoming. The following was
revealed: 1) pregnant teens were
hard to reach even for providers
working exclusively with them;

2) agencies receiving supplemental
funding to work with pregnant

amended sentencs,
i long term residentinl

teens were reluctant to refer them
to other programs for fear of losing
their funding; 3) teens, still early in
their substance abuse, were better
able to cease their use at least
temporarily when they discovered

they were pregnant; and 4) agencies

and teens did not identify sub-
stance abuse treatment as
necessary (LaFazia, et al., 1996).

(2) OuTREACH

The MOMS Project outreach
component utilized established
programs which work with pregnant
and substance-using populations.
The outreach was conducted by
teams of public health nurses from
the Seattle-King County Health
Department, Maternal and Child
Health Services (MCH), and
community social workers from the
Department of Social and Health
Services, Economic and Medical
Field Services (EMFS). These
professions have proven to be
successful in helping the women
improve birth and parenting out-
comes. The success of the project’s
recruitment was directly related to
utilizing these teams of community
maternity case managers as primary
recruitment agents.

Figure 2: Source of Client Referral
(n=1,125)
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Figure 2 on page 13, shows that the
total number of women with whom
the team outreached during the
project (both pilot and randomiza-
tion) period was 1,125, with the
largest single referral source being
women identified as self-referrals
(25 percent of all women). Women
outreached through local public
welfare offices and health clinics
accounted for a combined 37
percent. Outreach effort to women
in the criminal justice system
resulted in 19 percent of all
referrals, of which 16 percent were
incarcerated women in the county
jail facility system.

Figure 3 is provided to show the
description of the 1,125 women
with whom the project made
contact during the project recruit-
ment phase. In this general
population of drug-using pregnant
women, cocaine was the primary
drug of abuse, almost twice that of
the next substance (alcohol). The
women were equally represented
for Caucasian and African American
at 40 percent. A very small
percentage of women were married
(9 percent). Close to 85 percent of
the women had some involvement
with the criminal justice system.

The outreach/case management
teams spent time educating a wide
variety of community providers and
maintaining contact with them over
time, either by phone or through
periodic newsletter mailings and
on-site visits. Staff also visited the
jail each week to recruit new clients
and to follow clients who pass
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proved effective in finding women
and getting them into treatment, in
helping women who relapsed to re-
enter treatment, and in developing
and maintaining a therapeutic
relationship with the women.

Recruitment strategies incorporated
the project’s Recovery Philosophy
and recruitment scripts which

37%

utilized brief motivational interview-
ing techniques. The maternity case
managers were able to incorporate
their expertise in working with
difficult populations and their
knowledge of community resources
into a specialized advocacy role,
working with women toward the

primary goal of referral to chemical
dependency treatment.

The team worked in concert to
engage and motivate women to
participate in chemical dependency
treatment through the MOMS
Project. Activities included schedul-
ing substance abuse assessment;
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arranging for pregnancy verification
and prenatal care; assisting with
Medicaid or financial application,
housing, childcare, school; and
arranging pediatric health care
services.

Once a pregnant woman was
determined to be in need of
treatment, her ambivalence about
treatment was discussed, rather
than her resistance to it. She was
gently, but firmly, confronted with
the consequences of her use on
both her, her unborn child, and
other family members. A contract
of shared tasks was established
with each woman. In this engage-
ment process, the case manager's
ability to be flexible and to go to
the woman's home, a restaurant, or
wherever she felt comfortable,
contributed to the development of
rapport.

(3) MaterniTY CASE MANAGEMENT
When the woman agreed to an
initial plan of care, a joint written
case management service plan was
developed with the client that
acknowledged the woman’s
priorities, guided the team'’s
activities, and, in consultation with
the treatment counselor, incorpo-
rated into the overall service plan.

The role of the public kealth
nurses was to promote health and
family functioning and prevent
disease and disability:

g  Assessment of the impact of
substance abuse on the health
and functioning of mother, fetus
and child; physiologic changes

mary need of client was to meke commit
ment to treatment: severnl phone calls and
many no-shows for sponirtments ot lnends
end relatives homes for ore month before
first meeting: falled two substance abuse
assesament appointments bat responded
1o subseqguent follow-up of letiers and
phone calls; provided sdvocacy for count

during pregnancy, preparation for
labor and delivery; and postpar-
tum assessment of mother and
newborn.

o  Education as to the importance
of prenatal care and information
about behaviors that affect
healthy outcomes, such as
smoking and substance use; and
education on infant assessment,
developmental guidance,
recognition of infant cues, infant
feeding, evaluation of health/
sickness, immunizations, and
dental care.

g Information on reproductive
anatomy and physiology,
contraceptive education, sexual
health, prevention and recogni-
tion of sexually transmitted
diseases, including information
about HIV transmission and
prevention; and information
about nutritional needs of the
woman and her baby.

o Counseling on preventive health
measures, such as breast self-
exam and PAP smears, the
importance of ongoing medical
care, and information about
communicable diseases that are
associated with substance abuse
such as tuberculosis and
hepatitis

The role of the community social

workers was to teach the women to

be better consumers of community
social services:

o  Work with a woman’s ambiva-
lence about changing her drug
use and gently, but firmly,
confronting her regarding her
drug-related behaviors and
helping the woman identify the
consequences of her behaviors,
define her goals and develop a
plan to achieve those goals and
develop new daily routines that

and sate buusing
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avoid triggers for continued drug
use.

g  Provide education about how to
use community programs and
problem-solving when difficulties
in accessing such services occur.

o Provide ongoing evaluation and
assessment of mental health and
social factors, including suicidal
ideation, emotional and cognitive
changes, domestic violence, child
protection and crisis interven-
tion, and making appropriate
referrals for identified needs.

O  Support a woman’s recovery
process by helping her access
social services, medical and
treatment resources, and
education or job training
program.

Critical Aspects of Outreach and
Case management: The social
worker and public health nurse
outreach/case management team
experienced first-hand that women
using alcohol and other drugs have
compromised life skills which lead
to poor pregnancy and birth
outcomes, poor parenting skills, few
jobs skills, and frequent pregnan-
cies. These women often receive
little or no prenatal care, smoke,
have inadequate nutrition,
untreated medical conditions,
unstable housing, and inadequate
knowledge about how to access
medical and financial resources.
Case managers focused on the
constellation of associated
problems which significantly impair
a woman'’s ability to focus on her
parenting and ongoing family
needs.

The outreach/case manager teams
were the single point of entry for all
clients entering the project. While
educational background is important
in any hiring process, the attitudes
and value system of the managers
proved to be more predictive of
successfully working with this
population. Because of the chaotic
nature of the women’s lives, it is
especially important that staff have
these characteristics:

O  respect for the women

g  ability to follow through on
agreements made with the women

g ability to continue to work with the
women when recommendations are
not accepted and to promote the
women'’s independence

o value and enjoy working with
diverse populations

O recognition of professional
boundaries

g ability to confront the women with
the consequences of their alcohol
and other drug use on them, their
unborn child, and other family
members.

Collaboration Building Among Project
Compenents: Case management
found an almost instantaneous fit
within the Family Support Compo-
nent as most of the goals and
objectives of their respective fields
centered around client advocacy and
networking for client services.
However, collaboration between case
managers and chemical dependency
staff was especially challenging
because of differences in profes-
sional values, educational back-
ground, and work experiences.



Although strategies used to
promote maternal and child health,
such as outreach, home visiting,
and intensive follow-up case
management services are relevant
to the needs of women involved in
drug and alcohol use, they are not
strategies with which chemical
dependency staff were initially
comfortable. These interventions
were often perceived as “enabling” a
woman'’s continued drug use.
Conversely, the case management
staff was not comfortable with the
rigid structure of the treatment
program necessary for women to
commit to a recovery mind set.
Case managers and treatment
counselors were able to work
together to keep women in
treatment to lessen the effects of
substance abuse on the baby. This
was done through the adoption of
the project Recovery Philosophy,
regular case staffing, and cross-
system training.

|B. Medical Services

By Kate Lanigan

There were several components to
the medical care system within the
MOMS Project. All clients were
assessed for detoxification needs
both prior to and following
assessment. In the event that
detoxification services were
required, community assigned
clients and clients not enrolled in
the project were referred to a local
hospital for medical assessment
and detoxification. Clients
randomized into project treatment
tracks were referred to the Univer-
sity of Washington Medical Center
for detoxification. Upon discharge
from the hospital, all clients were
referred back to the MOMS staff for
continued assessment, project
enrollment, and treatment.

One medical care service consisted
of medical evaluation for mothers
and children admitted to treatment
at the Perinatal Treatment Program.
This evaluation included screening
for acute medical problems,
obstetrical complications in need of
immediate attention, and any
communicable diseases that may
affect the facility. In addition, any
children who accompany women to
the facility also underwent
communicable disease and acute
illness screening. Nurses at the
facility ensured compliance with
perinatal and other medical

appointments and communicated
with health care providers as
needed to coordinate care of
clients.

A second service of medical care
involved ongoing prenatal care for
all project enrollees, through a
physician’s assistant and the
project obstetrician. Care was
provided at the Northwest Family
Center (NWFC), a clinic located a
few blocks from the treatment
program.

NWFC was a county health

department and University Medical

Center partnership, with the project
covering the cost of the physician
assistant, some childcare cost and

_ receptionist assistance. Because

there were limited obstetrical
options for chemically dependent
women when the project was first
initiated, it was assumed that the
clinic would be able to provide
prenatal care for chemically
dependent women beyond the
project phase. However, with the
onset of managed care, the clinic
concept beyond the project was not
feasible.

Labor and delivery services were
available at the University of
Washington Medical Center for
those women who utilized the
NWFC ongoing prenatal care
services. After delivery, women’s
health care services were available
on an ongoing basis through two

years postpartum for all women
enrolled to the project. A pediatric
exam was performed at one month
of age for all infants of enrolled
women. Primary pediatric care was
not provided through the project
and the women were assisted with
finding community pediatric care for
their infants. Continuity of care was
encouraged for the child by finding a
primary care provider who would
continue to follow the child.

A third medical service provided was
ongoing neuro-developmental and
growth assessments funded by the
research project through the Center
for Human Development and
Disability (CHDD) at the University
of Washington. Infants with
abnormalities were referred for
appropriate follow-up through the
clinical component of the CHDD.



C. Chemical Dependency
Treatment

By Shoni Davis

Perinatal Treatment Services (PTS)
is a state licensed and certified
residential and outpatient program
with a therapeutic licensed
childcare component for chemically
dependent women and their
children. PTS was established in
1990 as the treatment site for
chemical dependency services
offered by the MOMS Project. Upon
completion of the project, the
Division of Alcohol and Substance
Abuse and King County Division of
Alcoholism and Substance Abuse
Services (the umbrella agency for
PTS) agreed to transfer manage-
ment of PTS to a private, non-profit
program.

PTS occupies two three-story
houses in a residentiai area of
downtown Seattle. A fenced
playground separates the two
buildings. Finding this easily
accessible location in a residential
section of the city involved
addressing zoning issues; gaining
approval from neighbors, including
working with several grass-roots,
neighborhood organizations
opposed to having a drug treatment
program in their neighborhood;
and, eventually, appealing through
the city land use department for
waivers.

Challenges and Responses: One
challenge that the newly estab-
lished treatment program faced was
learning to work in collaboration
with many community agencies in
providing an array of services to
pregnant, chemically dependent
women in conjunction with
chemical dependency treatment.
Treatment staff were not accus-
tomed to providing chemical
dependency treatment in conjunc-
tion with outside agencies. Staffing
patients with six or seven profes-
sionals, such as CPS workers, case
managers, and public health
nurses, was initially viewed as an
intrusion on treatment by the
chemical dependency treatment
staff.

Another challenge PTS faced was
learning to deal with negative
responses from many community
chemical dependency treatment
providers who criticized the MOMS
treatment program for incorporat-
ing outside agencies into the
treatment approach, for being
interested in conducting research,
and for not providing “traditional”
treatment services. They also
expressed concern with the
integration of children into
residence with mothers and the
development of therapeutic
childcare services as an adjunct to
both residential and outpatient
services.

PTS worked to overcome these
criticisms by maintaining a

recovery focus in all treatment and
research activities. PTS initiated an
all-out effort in building positive
community networking with both
community treatment providers and
professionals from other disciplines
to overcome the negative initial
perception of the treatment center.
It was the belief of PTS administra-
tive staff that persistence in
providing comprehensive and
effective women-sensitive recovery
services would replace the negative
attitudes with positive ones.

The treatment program utilized the
services of a multi-disciplinary team
of community providers to meet the
many needs of patients both on-site
and through referrals to the
community. The multi-disciplinary
team addressed the needs of the
women's children which were
considered vital to achieve a
positive family outcome.

PTS worked with local and state
universities and colleges to provide
training opportunities for interns
from different disciplines. Intern-
ships included a masters level
social work intern to work alongside
the Children’s Program Supervisor,
a child- clinical psychology intern
(Ph.D. level) who provided
developmental screening for
children, and chemical dependency
counselor interns.

Beyond the project, PTS enjoys the
recognition from state-wide
chemical assessment and referral
centers as a professional, well-
managed treatment facility for
women and their children.
Community professionals and
agencies maintain working
agreements with PTS to make
services available to the women in
treatment, such as housing, Women
and Infant Care (WIC), methadone
services, public health nurses,
community hospitals and medical
providers, and the employment
program. As a private non-profit
agency, PTS continues research
participation. One study was a
solution-focused couples counsel-
ing project with Purdue University
(Trepper, McClollum 1996
McColium 1995) and a second study
with the executive director as
primary investigator on a client-
denial study (Davis 1997). PTS has
been able to demonstrate that it is
both possible and beneficial to the
overall treatment of chemically
dependent women to combine
research efforts and treatment
services.

Treatment Description: Implement-
ing the Family Support Model
provided a therapeutic milieu
within the residence for the women
and their children, as well as overall
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framework for the outpatient
treatment services. The model
focuses on positive family dynam-
ics, individual strengths, and
getting one’s needs met through
rewarding positive behaviors.
Women learned through staff role-
modeling and peer support, the
process of effective parenting and
how to reframe their own negative,
addictive behaviors into positive
coping behaviors. This proved to be
more effective than giving negative
consequences for inappropriate
behaviors.

During project implementation, PTS
provided residential and outpatient
treatment services for chemically
dependent pregnant and postpar-
tum women and their children. The
treatment facility had residential
capacity for 16 women and 16
children and the outpatient
program did not have a client
limitation. PTS offered a 30-day
intensive inpatient and 5-week
intensive outpatient treatment for
women and children, up to age 6.
The women who were randomized
to outpatient services participated
in a treatment model to coincide
with the residential treatment
model. This was done to ensure
that the two treatment modes were
as similar as possible with the
difference being that the women in
residence stayed for the night and
weekends. Outpatient women were
invited to have all of their meals at
the treatment site and were even
invited to do their laundry on-site.

Women in both residential and
outpatient treatment participated in
combined treatment activities
during the week and structured
weekend activities were provided
for women in residence. Children,
ages newborn to 6 years, lived in
residence with their mothers. PTS'
daycare was state licensed for
infants, toddlers, and preschoolers.

Staffing: Because the needs of
chemically dependent women are
so diverse and encompass social,
psychological, medical, crisis
management, and parenting issues,
as well as addiction to drugs, PTS
attempted to staff the facility with a
multi-disciplinary staff seasoned in
both women’s issues and cultural
competence. Staff were skilled in -
behavior management techniques
and maintained a solid understand-
ing of women'’s issues.

PTS staffing consisted of three full-
time chemical dependency
counselors (CDC) and five part-time
CDC interns. Also part of the
staffing were a case manager, a
registered nurse and three full-time
Family Support Specialists (staff
responsible for maintaining the
tesidential milieu). A Children’s
Program Supervisor, with four
childcare teachers, and one part-
time residential childcare specialist
managed the children's program
component. A child psychologist
was available to provide consulta-
tion to the Children's Program. The
PTS administrative staff consisted
of an accountant, receptionist,

administrative assistant, and a
doctoral-prepared Executive
Director. Parenting education and
mental health services were
provided by established community
parenting agencies and the
University of Washington as part of
the project through the Family
Support Component.

Treatment phases: To maintain a
structured and manageable
treatment model, it was necessary
to establish time frames for each
treatment phase. Patients do not,
however, progress through
treatment at the same rate and
each patient is individually
assessed for phase change
readiness.

Intervention techniques utilized at
PTS include:

1.  Group counseling - cognitive,
social, and emotional learning
opportunities in a supportive,
structured setting.

2. Individual counseling - primary
counselor who works with the
patient on an individualized
treatment plan and collaborates
with the case manager to
coordinate services for patient
and her children.

3. Family counseling - upon intake,

each patient identifies family
members who she wishes to
include in her treatment process.
Educational and counseling
sessions are offered to family
members which focus on
strengthening the dyad and /or
family relationship in an effort to
provide support to the patient’s
recovery efforts.

4. Health education - patients
receive AIDS, health, and
sexuality education from the RN,
financial and housing assistance,
educational and job training
assistance from the case
manager, mental health
assessments.

5.  Parenting education - parent
education and support groups.

6.  Couples Therapy - pilot project,
“Systemic Couples Therapy,” in
which women worked on
relationship with their significant
others as couples, if the partner
was able, willing, and appropriate
to participate, or individually, if
the partner was not available.

Phase I - Stabilization Phase: Phase

I consisted of 35 days of placement

with the first five days spent

completing psychosocial testing,
medical examinations, and
detoxification and medical
stabilization if necessary. Phase |
was developed to stand alone for
patients who were assigned to
intensive inpatient and intensive
outpatient phase. Patients were
encouraged to continue into Phase

IL, 1, and IV as individually

assessed. The purpose of Phase |

was to educate the patient about
the problems associated with her
drug use and how drug use has
affected her interpersonal relation-
ship, her family, and her ability to
parent her children effectively. The
patient became acquainted with the
types of dysfunctional behaviors
associated with her drug use, such



as denial, rationalization, manipula-
tion, and minimizing. Examples of
group activities of Phase I included
Denial, Process Groups, Introduc-
tion to Recovery, Health and
Nutrition, Alcohol and Drug
Education, and Parent Education.

Phase 11 - Recovery Planning Phase:
Phase Il was developed to be 12
weeks in length and focused on
ways for the patient to begin to deal
with the difficult task of restructur-
ing her chaotic, often shattered life.
The concept of recovery planning
logistically followed the Stabiliza-
tion Phase. It directed the patient’s
attention to the realities of the here
and now and offered the patient a
method of systematically outlining
a pathway toward reaching the
goals of stability and an improved
life style. During Phase II, the
patient evaluated aspects of her
life, including relapse prevention,
physical and mental health, legal
issues, employment, financial and
budgeting issues, education, family
and interpersonal relationships,
parenting issues, spirituality , and
use of leisure time. Examples of
group activities of Phase Il included
Recovery Planning, Relapse
Prevention, Budget Management,
Communications, Problem Solving,
and Parenting Effectiveness.

Phase 111 - Issues Resolution Phase:
Phase Il was developed to be eight
weeks in length. During this phase,
the patient focused on identifying
and resolving personal issues of
sexual and physical abuse,

domestic violence, guilt and shame,
abandonment, and relationships,
all of which have been shown to
correlate with drug abuse. While
essential for recovery, abstinence
and sobriety are not sufficient to
ensure total recovery and adequate,
effective parenting for chemically
dependent women. The goal of
Phase 11l was to provide a support-
ive atmosphere in which the patient
could acknowledge and resolve
personal, traumatic issues that led
to low self-esteem and feelings of
low self-worth. Group activities
included Living Recovery, Relation-
ships, Self Parenting, and Phase 11l
Health groups. Patients continued
to address issues identified during
Phase I and II, such as Relapse
Prevention and Recovery Planning.

Phase IV - Transitional Living
Phase: The fourth phase consisted
of the final 12 months of the
woman’s involvement in structured
treatment. This phase was
intended to assist the patient in
maintaining abstinence, preventing
relapse, and living a balanced and
healthy life style. The goal was to
reinforce all the previously acquired
skills and knowledge that the
patient learned during Phases |
through I1I, work on unresolved
issues, and continue to work on
parenting her children. During the
fourth phase, the patient re-entered
(or entered for the first time) the
work force, obtained stable
housing, worked on literacy skills,
and completed her Personal
Recovery Plan.




[D. Family Support Component |

By Family Support Committee

The Family Support component of
the MOMS Project served as the
umbrella for all the services and
programs which focused on
honoring children’s needs,
recognized the strengths of the
mothers, and included the extended
family unit. The combined efforts of
the agencies and organizations,
involved in developing and
implementing the specific services
of the project’s Family Support
Component, created a rich and safe
environment for the parents and
children in the project’s chemical
dependency treatment program.

The Family Support component
included the following services:

o  Therapeutic children’s program,
infant, and child development
services.

g  Program for Early Parent Support
Group (On-site and Community).

O  Adult play group.
g  Parents Anonymous Chapters
(on-site and community).

g  Children’s mental health
consultation services.

o  Adoption consultation services.

A Family Support Committee was -
established, which was comprised
of representatives from each of the
participating MOMS Project
services: family support, research,
case management, medical and
treatment center staff. The
committee involved themselves in
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everything from carrying boxes of
toys through the mud of a barely
remodeled treatment center,
assembling cribs and ironing
freshly-sewn curtains, to creating a
specialized job description and
hiring process for a qualified
Children’s Program Supetrvisor for
the treatment center.

As'is usual in most pioneer efforts,
there was a consistent feéling of
sailing unknown waters without
map or compass, which created an
endless supply of excitement. The
committee members developed a
mission statement from which all
their work emerged: The goal for
Family Support is to create a
recovery community in which
parents, children, and staff can be,
safe, healthy and valued within a
multi-cultural, structured family
support environment, based on the
following:

O A healthy environment equals
healthy people.

O  Always start with the community's
strengths.

g  Each person in a community has
expertise to give to that
community.

o  Each person in the community
" needs to set his/her own life
goals.

o  Each person needs to have a
voice in the decision-making
process for his/her community.

g  One can only give family support
if one is getting family support.

The recovery community environ-
ment strived to include compo-
nents of “family”: a common
language, consistent rules and
boundaries, family meetings, family
rooms, family-style meals, daily
rhythms and yearly rituals - bringing
family support directly into the
heart and soul of a chemical
dependency treatment center.

Issues and Solutions: Chemical
Dependency Treatment and Family
Support Movement

Combining family support prin-
ciples and chemical dependency
treatment_proved to be confusing
and challenging, wonderful and
exhausting, paralyzing and
inspiring. Although the family
support staff and the chemical
dependency treatment staff heartily
agreed on the overall goal of
helping families begin and maintain
recovery, philosophies and methods
as to how best to reach this goal
met just as heartily with conflict
and confusion. Here is just one
simple example for illustration:
“Enabling” is perceived as an
extremely positive and powerful
word in the Family Support
Movement. “Enabling” is perceived
as an extremely destructive and
unempowering word by chemical
dependency treatment staff. The
different uses of one word caused a
variety of misunderstandings! We
found ourselves constantly defining
and re-defining terms.

Focusing on Strengths: After several
meetings and co-training, the
treatment staff felt comfortable that
the family support staff would also
confront parents on their parenting
difficulties and not “gloss” over the
pain chemical dependency had
created in the family. In return, the
treatment center staff would began
to examine ways to focus on the
parent’s strengths and what they
were doing right with their children.
Essentially, each party had to feel
confident the other party would
provide a proper mixture of positive
reinforcement, confrontation, and
limit-setting.

Children’s Safety Comes First: The
Family Support staff was able to
reframe the issue of notification to
parents of mandatory CPS reporting
as a matter of parent rights and not
an attempt to threaten or silence
the parents. It also allowed all staff
to have an in-depth conversation
about children’s safety and that for
moral, legal, and practical reasons
children’s safety must come first.

Adequate Space and Supplies: With
qualified staff and consultations
from the Family Support Commit-
tee, the safety and quality of the
children’s space and supplies
improved dramatically. It must be
stated that having a safe and
consistent children’s program
improved the quality of everyone’s
life at the MOMS Project - for
families and staff.



Zero “O” Attendance: The treat-
ment center staff understood that
for mothers in the early stages of
recovery, participation in parenting
groups and activities needed to be
mandatory. Once this change was
made, the parenting education and
support program groups began to
develop in earnest.

(1) Parents ANONYMOUS CHAPTER

By Linda McDaniels

Parents Anonymous (PA) is an
international network of over 2,330
free, confidential, mutual-help
support groups throughout the
United States. Washington State
Parents Anonymous was invited to
be part of the project because it has
a large statewide parent support
network available to Washington
State families. After completion of
treatment services, women
continued to receive parent support
services in 35 PA chapters offered
throughout the state each week.
The PA support model has been
adapted to diverse populations
which include Latino, Islamic,
Native American, Vietnamese, and
Filipino communities.

Parent Program: Participation in
the MOMS Project PA program was
a required weekly group for every
parent in treatment at the Perinatal
Treatment Program. The program
goal was the development of a
positive, drug-free, parenting
support system for each of the
mothers. The mothers were helped
to vent the pain of their own
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childhood and to make connections
as to how this affected their current
parenting patterns. Information
about normal child development
and positive parenting techniques
were incorporated into each group
session, and parents were con-
nected to community resources
which supported their recovery and
positive parenting. Weekly support
group topics helped parents learn
positive parenting techniques, and
appropriate child development,
while facilitating “pooling” of
community resources knowledge.

We learned early that bringing the
two different disciplines together —
chemical dependency treatment
and family support — required
trust, co-training on different
professional philosophies, and
compromise to successfully
develop a PA chapter at the
treatment center. Training to the
treatment center staff included
overview of the family support
movement and principles; overview
of unique mutual-help model; and
general development of a PA
chapter. Training to parent
educators centered on the
philosophy and goals of chemical
dependency treatment of women.
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Children’s Program: Without the
availability of childcare (in the form
of a Children’s Program), many
parents would not be able to attend
group meetings. By working with
the children while the parents were
receiving support, PA became a
more positive experience for the
whole family.

The PA Children’s Program was
incorporated into the structured
childcare of the MOMS project
chemical dependency treatment
program, in the existing space, and
with existing staff. The goal was to
provide positive growth experiences
for the children. This was accom-
plished by first creating a structured
schedule for the children. The focus
was on assessing the needs of the
children and developing flexible
activities to help meet these needs
within a structured environment.
The staff created safe limits for the
children by utilizing positive com-
munication techniques, positive
intervention techniques, behavior
management tools, positive
reinforcement, and positive choices.

(2) PROGRAM FOR EARLY PARENT
SuPPORT

By Katheryn Davis

The Program for Early Parent
Support (PEPS) was a network of
support and discussion groups
which gave parents the chance to
share experiences and to form new
friendships. The mission of PEPS
was to enable parents of infants
and young children to meet the
challenge of parenting through
mutual support and sharing of
information.

Parent Support Group: As part of
the Family Support component of
the MOMS Project, PEPS provided
new mothers from the Project with
a parenting support group in which
they shared their parenting
strengths and experiences, learned
from each other, determined
subijects on which they needed
professional help, and decreased
their own social isolation.

Participation in the PEPS program
was a required group for women in
the treatment program. Mothers
who participated were in their last
trimester of pregnancy and/or had
infants or toddlers from ages birth
to three-years-old. Infants attended
this group with mothers. It was
essential to program success that
the PEPS support program
coincided with the rules and
regulations of the treatment
program.

The ongoing, informal curriculum
acknowledged that while clients
come and go, they can benefit
regardless of their stage of
treatment.

Adult Play Group: All women
participated in PEPS “Adult Play
Group,” which originally started as
“Parent/Child Activity Time.” This
group evolved into a group for the
mothers after the mothers
expressed that they did not know
how to play, let alone play with
their children. Activities were arts
and crafts, outdoor or indoor
games, board games, cultural and
holiday projects or special events
such as talent shows. In this group,
the women were taught how to play
without their children present.
They were praised and taught new
skills (arts and crafts). The mothers
learned to develop family traditions
to pass on to their children. This
group became both an enjoyable
and empowering experience for the
women.

Community Outreach Program:
Peps also provided a community
support group for women with at
least two months of working in a
recovery program to establish
themselves in the community. The
group format was designed to
provide mutual support to working
through “relapse.” Group discus-
sions focused on any issue which
affected the women's sobriety and
their children’s well-being.
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{3) ApoprTioN CONSULTATION SERVICES

By Heather Carmichael Olson

Education and access to all
pregnancy outcome choices
included information on adoption,
which was provided for clients by
the mental health specialist, or
other staff. Information about
adoption was usually part of an
ongoing group (such as a Health
and Sexuality class offered by the
treatment program), and focused on
current trends, laws, and choices
within the field of adoption. The
services also included individual
sessions with the women if
requested to explore how an
adoption would fit the best
interests of the mother and the
child. If a woman relinquished her
child, assistance was given to the
woman to find an adoption agency
that best suited her needs and
those of her infant. Assistance was
also given to help the woman to
advocate for herself during the
adoption process and in finding
post-adoption services.

(4) THERAPEUTIC CHILD SERVICES

By Maura Costello

Within the structure of the MOMS
therapeutic childcare program, the
primary goal was to address the
social, developmental, and
emotional needs of children. A
multi-disciplinary team approach
was used to develop and implement
a Family Support Services plan.

Developmental screening assess-
ments were administered and
feedback was given to parents
regarding their child’'s development.
This provided opportunities to
validate that a child was developing
appropriately, based on their age.
In cases where developmental
needs were present, education and
resource referral reduced the
anxiety and guilt a mother often
felt. The service delivery units of
treatment and childcare were seen
as interdependent in reaching
successful outcomes.

Inclusion of mothers in the
childcare classroom for observation
and participation, as part of the
treatment plan, was an effective way
to role-model positive interactions
and behavior management
strategies. This provided an
opportunity for one-on-one
consultation regarding child
development needs.

Discharge planning was a key
component in successful outcomes
for parents and children. Planning
began upon admission within the
childcare, residential, and outpa-
tient programs to prepare for
planned and for potential abrupt
departures. This was a critical
component to the program’s
commitment to be sensitive to
children’s transitional needs.

(5) CHILDREN'S MENTAL HEALTH

By Heather Carmichael Olson

Children’s Mental Health Services
were part of the comprehensive
Family Support Services. The
purpose was to ensure the
identification of children at-risk
because of maternal substance
abuse. Short-term therapeutic
assistance was provided directly to
the child and parent, and children
were referred to community services
while in treatment.

Children’s mental health consulta-
tion services were provided for a full
day on a weekly basis by a mental
health professional with advanced
training in child clinical and
developmental psychology, and
experience with substance abuse
treatment, fetal alcohol/drug
effects, and infant mental health.
An internship between the
University of Washington and the
chemical dependency treatment
program provided a supervised
training experience and a way to
augment service provision to
women and their children.
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The MOMS Project was designed to
study an interdisciplinary approach
to providing recovery services to
pregnant, chemically dependent
women, involving the expertise and
input of seven related fields:
chemical dependency treatment,
medicine, public health, social
services, child development,
parenting education, and research.

The purpose of the MOMS Project
was to conduct a randomized,
unblinded trial of three different
modes of treatment: short-term
residential with outpatient follow-
up, intensive outpatient, and
existing community treatment
(which served as the control group).
Both short-term residential and
intensive outpatient treatment were
offered in a treatment program
funded and operated by the MOMS
Project. These treatment modes
offered a comprehensive, woman-
specific treatment approach to
recovery. The community treatment
mode involved assignments to any
treatment program in the commu-
nity serving pregnant, chemically
dependent women.

The eligibility criteria for clients for
the MOMS Project were:

(1) be at least 16 years of age

(2) be pregnant at less than 28 weeks
gestational age

(3) be chemically dependent as
evidenced by Michigan Alcohol
Severity Test (MAST) score of at
least 6 or a Drug Abuse Severity
Test (DAST) score of at least 7

(4) be able to participate in all phases
of a residential recovery program
(5) be willing to accept a randomized
treatment assignment.
At the time of assessment, women
who had a miscarriage or were
planning a pregnancy termination
were not eligible for entry into the
project. After clients were enrolled
in the project, those who had a
miscarriage, stillbirth, or perinatal
death were encouraged to continue
in the project. Women who decided
to have a termination after
enrollment were also encouraged to
remain in the project.

The primary research goals were to
compare the three randomized
treatment groups on the following:
length of treatment stay, length of
sobriety, pregnancy and delivery
complications, improvement in the
women's psychological profiles, and
infant developmental outcomes up
to one year post enrollment.

Research Questions

The research component of the
project included investigators from
disciplines within the University of
Washington: adolescent medicine
obstetrics and gynecology,
epidemiology, psychology, child-
clinical and developmental
psychology, nursing, pediatrics, and
social work. The following four
hypotheses drove the researchers’
individual questions:

1. Would pregnant, chemically
dependent women who receive
comprehensive services along a

continuum of care reduce their
alcohol and other drug use
throughout pregnancy and through
two-year period of post-delivery
tracking?

2. Would infants of pregnant,
chemically dependent women who
receive prenatal medical services
develop fewer damaging conse-
quences of fetal drug exposure,
compared to those who have not
received services?

3. Would residential services result in
greater rates of abstinence from
alcohol and illegal drugs
throughout the two-year post-
delivery tracking period, compared
to controls in any other interven-
tion strategies?

4. Would treatment intervention
models for pregnant chemically
dependent women that focus on
abstinence, support alternative
lifestyles, and provide an array of
medical and social services for the
women, infants, and other family
members, result in improved
health, appropriate parenting
behaviors, and better job and life
skills?

Human Subjects Review: As a
collaborative project between a
state agency and the University
system, the research design and
protocol of the MOMS Project were
reviewed and approved by both the
Washington State Human Research
Review Board and the Human
Subjects Division of the University
of Washington. Changes in
protocol, instruments, and staff
were communicated to the review
committee on an ongoing basis

‘with approval for the project

reviewed annually.

Due to the collection of highly

sensitive client data, the project
also obtained a Certificate of
Confidentiality from the federal
government, Department of Health
and Human Services (DHHS). The
Certificate prevents the release of
subject identity in any civil,
criminal, administrative, or
legislative proceedings.

Data Collection Protocol: The
research protocol was a detailed
account for data collection, which
guided staff in their data collection
duties. The Research Coordinator
was responsible for monitoring the
implementation, revision, and
execution of procedures. The
research of the MOMS project was
complicated by the involvement of
multiple disciplines, the compre-
hensiveness of the demonstration
components, and the involvement
of program staff in data collection.

To ensure that data was collected in
a uniform, consistent, and timely
manner, we designed a matrix grid
which graphically displayed the
research protocol. This was
updated on a regular basis and was
used to settle disputes and
questions about research measures.
The matrix protocol included: each
measurement; time line for
administration; person responsible
to administer, to schedule appoint-
ment, and to get subject to
appointment; location; name of
investigator responsible for each
measure; and incentives provided.



Gift certificates from major
department store chains were used
as incentives for the research data
collection measures. Women often
saved up their gift certificates to
purchase high-cost items, such as
cribs and strollers.

Data Management. All data were
delivered to the Project’s Data -

maintained detailed reports
regarding anticipated, missing, and
completed measures. The Data
Manager was responsible for
producing all project data files, and
prepared completed instruments for
data keying, cleaned the entered
data, and created system files
(SPSS) for analysis.

B. Study Subject Description
for Each Analysis

The total sample size for the MOMS
Project analyses was 365 pregnant
women. This includes 55 women
accepted into treatment during a
study pilot phase (July 1991 through
December 1991) and 311 enrolled
and randomized between January

1992 and June 30, 1994 (one woman
was eliminated from the study
because she was not pregnant at
the time of enrollment). Due to
constraints imposed by the specific
research question, individual data
analyses dealt with sub-sets of the
total population. (Table 1)

Manager, who designed and

Table 1: Overview of Sample Size for Different Studies

Chapter Sample Pool Potential Population Groups Analyzed Number Eliminated

C Demographics by type of drug use 365 365 357 ga

C Demographics by length of time in treatment 365 365 329 360

C Profile of Psychosocial baselines 365 262 262 1034

D Obstetric and neonatal outcomes analysis 365 365 293 72¢

E Antepartum drug abuse and pre-term delivery (secondary analysis) 365 293 181 184 ¢

F Pregnancy outcomes for randomized chemically dependent adolescents 310 21 21 2891

G Pregnancy outcomes by randomized treatment groups 310 294 f 235 759

H Psychosocial, parenting, and infant outcome analysis 310 2940 153 1571

l(z) Profile of women at-risk for refusing or under-utilizing treatment services 365 365 293 72k

Ji Predictors of decline in infant development 365 365 85 280!

Jo Infant outcomes analysis: Other indices 310 310 g7n 223

J(2) Infant outcomes analysis: MAI-ST 310 310 51m 259

J(3) Fetal Alcohol Syndrome analysis 310 440 - 19°P 2914

Kt " 365 317 308 577

Ko Post partum by duration of treatment 365 365 289 75°%

J(3) Post partum by treatment modality 310 249 240 70Y

a  missing data g  miscarriage or abortion, birth ho_spital k  incomplete treatment and obstetrical data p  agreed to participate in FAS sub-study
L e L R B L
@ Talled to complete baseline requirements s o o gy et folow-up vist 5 not matched to database or missing treatment
e r\ry];ilsn% 3:;%1{1 safgzzm:go?lagrglrl rr::;tﬁtat 16-30 g;eh%eg:nf;g% :)tudy or treatment arm dropped ! ::féam:jr:::::ggoargﬂgﬁ:ﬂtﬁst h :::I);::sn;natched birth certificates; excludes
- excludes long-term residential; the treatment 7™ andomized aduits 0 enrolled in MOMS project 7/93 to 11/93 long term

arm was dropped from the study

excludes 9 infants who died



Table 2a: Client Profile by Type of Drug Use

TanSS%?m‘e Percent hy Primary Drug Use p v:alué
Legend: Legend explanation: Read across to ‘
& Marijuana n=35 determine the percentage and significance number _percent 0 2 ail 60 80
B Acohol  n-97 for each drug for selected variables. a1 |4 1% |o Ie 2 p=0.001 M
O Cocaine n=168  puvalue explanation: NS- indicates no Y
O Heroin  nes? significance. 'p value™ indicates level of Age 225 120 | 35% O a o NS
- statistical significance. A 'p" value of 0.05 or *
less shows that a group differed signifi- 26-30 | 88 24% 0- o NS
cantly among drug types when compared
across variables. >0 | 110 | 30% L4 g u} p=0.01 H
Caucasian | 143 | 39% ¢ %EI p=0.000 H
C. Description of Study O When analyzed by type Nirican American | 147 | 40% |¢O® p=0.000 C
Population for Selected _ of drug, heroin, and Race A ® QE'I n
Demographics and Length of f::l;/lce(;c:lgree:ts :rrs . Natlv American | 22 6% P01 A
Stay in Treatment by Primary number of differences Other | 55 15% ’0 8 p NS
Drug of Abuse than did marijuana or Y
By Shoni Davis alcohol users. 3+children | 99 2 O a o pom0 ¢
The women who used Children 1to2children | 184 | 50% | ¢ | @ o NS
Study Objectives: The research heroin as their primary Q
obijectives for this part of the grug were more likely to Childless | g1 229, &IE p=0.05 H
. t ibe chemicall e over age 30,
project were to descrf ¢ chemicaly Caucasian, childless, Never married | 234 | 64% | & » E p=0.03 H
dependent women with respect to and less likely to have ry
primary drug of abuse according to ever been married. g”;’;{t‘;’ Not currently married | 106 | 20% 1 & L u] NS
demographics, and previous abuse, Heroin users were also Martied | 33 o ® All o s
arrest, chemical dependency, more lilfelv to have : - o
treatment, and mental health a”eSt_th'ts.m”is for Prostitution | 137 | 37% e I(:) =001 CH
history and to assess the length of pros“. o, torgety,
i ; shoplifting, DWI, and Forgery | 4 199 @ II:I =005 H
stay in treatment for each primary violation of probation, Arrest
drug of abuse. We hypothesized and to have had more History Shoplifing | 191 | 52% a 3 p=005 H
that demographic and historical than three previous oWl s ™
factors might differ among women treatment episodes. % | %k Y0 & =0.001 H
choosing different drugs and that Crack/cocaine users Probation Violation | 195 | 34% ‘. ol ¢ p=001 H
these factors might influence X:fe mc:e likely to b; - o
- 0,
participation in chemical depen- \frican-American and, Domestic Violence | 59 16% { ¢'0 H p=002 A
like heroin users, more Y
dency treatment. apt to have arrest No Jail | 66 18% o i n p=0.02 A
- . histories for prostitu- a]
Me:ihods: Deslci.nptl;ef data for this tion. However, crack/ / ] 1-2 Times | 95 26% ‘o [ ] p=0.02 A
study were collected from struc- cocaine users were less ncarceration B -
. . . . g ]
tured interviews at time of intake likely than the other $9Times | 110 | 30% ‘(} NS
from pilot (non-randomized) and drug groups to be 10+ Times | 99 7% | ¢ 0. o NS
randomized subjects. Type of drug childless orto have self- -
was categorized by the woman’s reported suicide Illegal Income Yes 48 | 13% [ & o p=0.01 H
. : . attempts. 18
de81gnatlor.1 of her primary drug as Marijuana users were Prescribed Psych Meds ~ Yes | 95 | 26% u] : ¢ p=005 H
either marijuana, alcohol, cocaine, more likely to be under
or heroin. The differences in the age of 21, to have Attempted Suicide Yes | 117 | 32% nom| ¢ p=003 M
descriptive factors were evaluated had no prior chemical 53 | 110 | s0% [o o 3=0.000 H
for statistical significance using Chi dependency treatment, Previous 1% :
square statistics. and to have self- Treatment 10 | 137 |3 | 2 o s
reported suicide Episodes 92
attempts. None | 121 | 3% | ¢ ¢ B |no p=001 M

Alcohol users were
more likely to be Native
American and to have a
history of DWI arrests
and arrests for domestic
violence.

Note: Most women used multiple drugs
and this table indicates the drug women
considered their primary drug of use.



Table 2b: Client Profile by Length of
Treatment

Number | Percent =95 (29%)
Marijuana| 53 16% 17% NS
; Alcohol 89 27% 34% =0.02
Primary Dru,

VMG Cocaine| 92 | 28% |  23% NS
Heroin 95 29% 42% =0.02
<9th 26 8% 15% NS

, 9-12 48 36% 24% NS

Education 120/GED [ 99 | 30% |  38% =005
College/NOC | 82 25% 29% NS

‘NS" indicates no significance for the item
"p" value indicates level of significance

o Table 2(b) describes major
findings to profile a client by
length of time in treatment.
Length of time in treatment was
categorized as admission failure
(n=53), 1 to 30 days treatment
(n=88), 31 through 90 days of
treatment (n=93), and greater
than 90 days of treatment
(n=95) for the first episode of
chemical dependency treatment
during pregnancy after study
enrollment.

o When analyzed by length of
time in treatment, only three
significant differences were
found and these were related to
90+ days in treatment. Women
who remained in treatment over
90 days were more likely to be
heroin or alcohol users and to
have completed high school
requirements.

Study Implications: When com-
pared by primary drug, demo-
graphic and treatment histories
varied among the women enrolled.
Treatment programs, which include
participants’ children, must take
into account the large number of
children among cocaine users.
Marijuana users tended to be
adolescents without prior chemical
dependency treatment. The greater
treatment duration among heroin
and alcohol users underscores the
difficulty in retaining cocaine users
in treatment and may also be

related to the relatively younger age

among the cocaine users. Longer
treatment duration among women
with a high school or equivalency
degree may reflect a difference in
motivation or may indicate that
treatment content needs to be
geared toward an academic level
lower than what is presently

provided. Examination of
characteristics and treatment
stay by primary drug may allow
better tailoring of treatment for
individual women, while
continuing to recog-nize that
substance abuse is usually not
confined to a single drug.

D. Chemical Dependency
Treatment Compliance and
Pregnancy Outcome by Treat-
ment Modality

By D. Heather Watts

Background and Rationale: The
Intensive Outpatient (IOP)
curriculum was a daily program for
the first 30 days and tapered to
regular outpatient. The short-term
residential (STR) curriculum was
similar to the IOP for the first 30
days except that clients resided at
the treatment facility. After the first
30 days of treatment, clients in the
STR curriculum move into outpa-
tient services. For the community
treatment assignment, clients and
counselors decided on a commu-
nity treatment program, based on
chemical dependency assessment.
Case managers and counselors
located a community treatment
program which would accept the
client and worked with her until she
was admitted. The community
treatment programs may have been
either outpatient or residential.

Initially, we hypothesized that long-
term residential treatment (up to
six months) might result in the best
pregnancy and maternal outcomes
because of removal of the woman
from her drug-using milieu with
reduced fetal drug exposure during
pregnancy. However, the refusal
rate was substantially higher among
women randomized to long-term
residential treatment. Also, the
impact on available slots for
randomization to project study was



substantial while waiting for
openings for long-term assignments
Therefore this arm was dropped
early in the study.

Study Objectives

1. To determine whether the length
of chemical dependency
treatment participation b

pregnant women was longer i
clients were randomly assigned t
short-term residential treatmen
compared with comprehensiv
outpatient treatment o
community treatment options

2 To assess the frequency of pre
-term delivery among wome
randomly assigned to the thre
treatment groups
Methods: This analysis includ
complete information on 78 of th
97 women allocated to communit
treatment, 78 of the 99 wome
randomized to intensive outpatien
treatment, and 79 of the 99 women
randomized to short-term residen-
tial treatment (n=235).

At the enrollment interview,

311 women were determined

to be chemically dependent by the
standardized questionnaires and
were randomly allocated to one of
three treatment arms. From among
the 311 women, one woman was
ineligible because she was not
pregnant at the time of randomiza-
tion, 21 refused to participate in the
program after learning their
treatment assignment (i.e., two
community, ten intensive outpa-
tient, five short-term residential,
and four long-term residential).
The long-term residential was
eliminated early in the study and,
therefore, the total of 16 long-term
residential clients were excluded
from analysis. Of the remaining 277
women, 42 were not available for
analysis because they had a
miscarriage or abortion (n=24) or
because study personnel were
unable to locate their delivery
hospital (n=18).

Figure 4: Sample Size: Project
Randomization Participation

Enrolled (n=311)

Analyzed for birth
outcomes
(n=235)

8 community

O outpatient
 Short-Term Residential
7 Long-Term Residential

1

Refused to Not LTR
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abortion, or
hospital

unknown

Pregnant Treatment
at Interview Arm
Dropped

Not Analyzed (n=76)

Figure 5: Characteristics of Random Assignment
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Characteristics of random assignment:
Characteristics of women assigned
to the three treatment groups were
compared using categorical data
analysis and Chi-square statistics for
hypothesis testing (Fleiss 1981).
With the exception of more frequent
prior chemical dependency treat-
ment among women randomized to
the intensive outpatient group, the

groups were similar at enrollment.
This finding of similarity is
important because any differences
in pregnancy and treatment
outcome should not be related to
differences in age, race, primary
drug used, gestational age at entry,
or previous pregnancy history, but
rather to treatment and events
during pregnancy.



Figure 6: Treatment Days in First Treatment Episode
and Total Treatment Days During Pregnancy

Variahle

Treatment Modality

Time in Treatment During ngnla
Pregnancy s
First
No Treatment
Total
First
1-20 Days
Total
First
21-30 Days
Total
First
31-90 Days
Total
First
> 90 Days
Total

Variable

{! Me’dian:‘Trea{t‘:mféﬁt Days,:

Treatment Days Treatment Mfdalhy
Community Outpatient
First episode 2% "J 15
Total treatment 45 I 205

Residential

Treatment days during pregnancy:
The number of days women
participated in chemical depen-
dency treatment during pregnancy
were aggregated in two ways: (1)
the number of days in treatment
from the time of study enrollment
until dropping out of the first
treatment episode during preg-
nancy, and (2) the total number of
days, continuous or discontinuous,
participating in treatment while
pregnant.

The number of treatment days were

- categorized as none, 1 to 20, 21 to

30, 31 to 90 days. Community
treatment centers had program
lengths of 21 to 30 days and the
MOMS Project treatment program
defined the first phase of treatment
as ending at 30 days. The category
of 1 to 20 days would encompass
early drop-out from community and
MOMS Project treatment program.
The number of days recorded in
treatment were determined through
the MOMS Project treatment
records, interview information for
women participating in community
treatment, and surveillance of
TARGET treatment databases in
Washington State and Medicaid
treatment databases.

Figure 6 shows that analysis for
women in treatment during their
first treatment episode after
enrollment have women assigned
to residential treatment with the
lowest rate of receiving no
treatment (9 percent) and the
highest proportion of women
staying in treatment for more than
30 days, (53 percent) compared to
33 percent for comprehensive
outpatient and 24 percent for
community treatment.

Total treatment received at any time
in pregnancy may have been in
multiple episodes in different
treatment programs between
enrollment and delivery. The total
number of treatment days during
pregnancy were similar for women
regardless of assigned group,
suggesting that women often re-
entered treatment after a break in
treatment program. A greater
proportion of women in MOMS
residential treatment stayed in
treatment over 30 days in their first
episode. However, when taking into
account all treatment received
during pregnancy, women in all
treatment modalities, regardless of
assignment, had similar treatment
duration.



Figure 7a: Hazard of Treatment Dropout

Hazard of Dropouit Before

Figure 7b: Hazard of Pre-term Delivery

Variable

Hazard.of Pre-term Delivery

Community Community
Residential Residential
Outpatient Outpatient

Hazards of Treatment Dropout:
Since the minimum stay for
completion of any of the treatment
programs in which a women
assigned to community

treatment may have parti-

cipated was 21 days, the hazard of
dropping out of chemical dependency
treatment before 21 days was
assessed in each group.

Women assigned to the comprehen-
sive outpatient group had a 1.64
times higher rate of dropout by 21
days than did the short-term
residential or community treatment
groups (Figure 7a). The women
assigned to community treatment
could be in outpatient or residential
treatment.

Thus, women assigned to strictly
outpatient treatment were more
likely to drop out despite the
comprehensive nature (all day
program with meals, parenting
classes, etc.) of the treatment and
enhanced case management
services, which were identical to the
residential treatment group.

Hazards of Pre-term Delivery: Pre-
term delivery among the three
treatment arms was assessed as the
outcome variable. The time-to-
event variable was the number of
weeks of gestation from study
enrollment until women delivered
pre-term or passed the window of
risk at 37 weeks gestational age.
Women were censored from follow-
up data when they delivered pre-
term or were no longer at-risk of
pre-term delivery.

Pre-term delivery for dropping out
of treatment early (before 21 days of
treatment) was assessed as the
outcome variable. The time-to-
event variable was the number of
treatment days during the first
episode of treatment after study
enrollment.

Pre-term delivery (< 37 weeks’
gestation) rates were similar in the
intensive outpatient and commu-
nity treatment arms, but the risk of
pre-term birth was reduced to half
among women in short-term
residential treatment (Figure 7b).

Although total chemical depen-
dency treatment days during
pregnancy did not differ between

groups, pregnancy outcomes were
better among women assigned to
comprehensive, short-term
residential treatment, suggesting
added benefit from the residential
component.

Study implications: Offering
residential chemical dependency
treatment to pregnant women
appears to enhance treatment
compliance and completion
although even after dropping out of
one program, pregnant women
often re-enter treatment. Thus,
pregnant women should be
encouraged to re-enter treatment
and residential treatment should
be readily accessible to pregnant
women. Residential treatment
resulted in improved compliance,
even compared to comprehensive
outpatient treatment in the same
facility. Most importantly,
residential as opposed to outpa-
tient treatment resulted in lower
rates of pre-term birth, therefore,
offering savings in neonatal
hospital costs and potential long-
term infant and childhood
morbidity.

E. Obstetrical and Neonatal
Outcomes by Duration of
Chemical Dependency Treat-
ment during Pregnancy

By D. Heather Watts

Background and Rationale:
Improved pregnancy outcomes
have been reported among
substance abusing methadone and
heroin users women receiving
prenatal care compared to those
not receiving care (McCalla 1991).
However, the potential benefit of
chemical dependency treatment
has not been systematically
examined. We evaluated the
duration of chemical dependency
treatment during pregnancy and
pregnancy outcome for women
enrolled to the MOMS Project.

Study Objective: To evaluate the
relationship between length of stay
in chemical dependency treatment
during pregnancy and obstetrical
and neonatal outcomes among a
group of severely chemically
dependent pregnant women.

Metfiods: Inclusion criteria and
baseline assessment have been
previously described. Treatment
days were verified by using the
Washington State TARGET and
Medicaid databases. Birth
outcomes were abstracted from
maternal and infant hospital
records. All project enrollees with
complete treatment and obstetri-
cal data were included (n = 293).



Figure 8: Client Demographics by
Factors Potentially Associated with
Pre-term Delivery

Results: The factors potentially
associated with an increased risk
of pre-term delivery, the most
common adverse pregnancy
outcome, were assessed in the
entire group (Figure 8).

Among the demographic and
behavioral characteristics, only
older age (over age 30) was
associated with an increased risk
of pre-term delivery under 37 weeks
(p=0.03). Race, number of
pregnancies, tobacco use, primary
drug, prior substance abuse
treatment and trimester at study
enrollment were not significantly
related to pre-term birth.

"p" value indicates level of significance (A "p" value
of 0.05 or less shows statistically that a group differed
significantly when compared across variables.)

N.S. indicates no significance.
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: Heroin 49 NS
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Substances Cocain 135 23%
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Prior 1-2Times | 111
Treatment
3+ Times 92
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30%



Figure 9 shows that while not
significant (at the p=0.05 value
level), women with no treatment
during pregnancy had an increased
risk of pre-term birth (28 percent)
compared to women with treatment
up to 21 days (21 percent) and
women with more than 21 days of
treatment (14 percent). Women
with longer treatment stays during
pregnancy tended to have a lower
rate of pre-term birth.

Other obstetrical complications
evaluated included pregnancy-
induced hypertension, pre-term
labor not leading to pre-term birth,
and cesarean section rate. These
complications were not related to
duration of chemical dependency
treatment during pregnancy.

Figure 8: Chemical Dependency Treatment and Pre-term Delivery

Percentage of:Women Experiencing'Pre-term: Delivery

Treatment "
Modality Outpatient | 96

Residential | 151
Number of None | 46 28%
Treatment
Days :
Regardless of 1-20 Days 0
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21 + Days 177

Figure 10: Neonatal Complications and Duration of Treatment During Pregnancy
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A"p" value of 0.05 or less shows statistically that a group differed significantly when compared across variables.

N.S. indicates no significance.

Several infant complications were
reduced among women with longer
treatment stays during pregnancy
(Figure 10). Stillbirths were highest
among women with no treatment
during pregnancy with a remarkably

high rate of 9 percent. Birth weight
below 2500 grams, a marker for an
increased risk of infant morbidity
and death, tended to decrease as
treatment stay increased. The rate
of small-for-gestational-age infants

was not different between groups,
suggesting an effect early in
pregnancy of chemical exposure,
not reversed with treatment. The
rate of infants requiring hospitaliza-
tion for more than seven days also
decreased with longer treatment
stays, suggesting savings on
neonatal hospital costs.

When the hazard is less than one,
this represents a reduction in pre-
term birth. For instance, the rate of
pre-term birth among women with
more than 90 days of treatment was
0.25, or one-quarter that of women
with no treatment or under 20 days
of treatment. Looking at it another
way, the risk of pre-term birth was
reduced by 75 percent among

women with more than 90 days of
treatment.

Study Implications: Women with a
longer duration of chemical
dependency treatment during
pregnancy had a lower rate of pre-
term birth, stillbirth, low birth
weight, and prolonged neonatal
hospital stays. Chemical depen-
dency treatment, including both
intensive outpatient and residential
treatment, must be available for all
substance abusing pregnant
women. It is crucial that outreach
services be provided to identify
chemically dependent pregnant
women early in pregnancy and
encourage them to enter treatment.



[F. Adolescent Population

By James Farrow

Background: There has been little
research comparing chemically-
dependent adolescent and adult
women on characteristics of
treatment outcomes for chemical
dependency. Moreover, little is
known about how pregnant
adolescents fare in adult treatment
settings and how they can be
recruited and referred to appropri-
ate treatment.

Metfiods: This component of the
MOMS Project research reports a
description of pregnant adolescents
(subjects were 16 to 19 years old
(n=21)) in treatment for substance
abuse who were followed for at
least 90 days after treatment
initiation. Selected teen/adult
comparisons are also presented.
For the analysis, adolescent
subjects’ outcomes were compared
with 323 adult women (mean age
27 4 years).

Results: Most adolescent subjects
were age 19 (range 16-20) at the
time of enrollment. One- third were
Caucasian and never married. The
majority had attended some high
school. Two-thirds of the adoles-
cents lived with a family member,
partner, or friend, however, 19
percent had no stable living
arrangement. Almost half of these
adolescents had at least one
previous live birth. The adolescent

subjects primarily used tobacco,
alcohol, and marijuana. When
compared to the adults in the
program, there was a statistically
significant difference, primarily
based on more injection drug use,
of opiates among the adult women.
Two-thirds of the adolescents had
no prior substance abuse treatment
experience compared to less than
half of adult subjects. With respect
to the number of days in treatment,
adolescent, and adult stays were
comparable. Twenty-seven percent
of the adolescents and 32 percent
of the adults stayed in treatment
longer than 90 days.

Obstetrical indicators and infant
delivery measures were collected.
With respect to pregnancy out-
comes, there were no statistically
significant differences between
adolescents and adults with nearly
90 percent in both groups delivering
live infants. There were comparable
rates of pregnancy termination,
term gestational age at delivery, use
of Cesarean section, and experience
of pregnancy complications such as
hypertension.

With respect to the status of
infants, again there were no
significant differences between
adolescents’ and adult women’s
infants with similar rates of
respiratory distress syndrome and
hyperbilirubinemia. There were no
symptoms of drug withdrawal in any
of the infants born to adolescent
mothers.

Implications of Findings: This study
points out that adolescents who are
pregnant show a similar profile to
their adult counterparts. There
were several interesting differences
between the adolescents and their
adult counterparts with respect to
demographic characteristics and
previous treatment experience.
This study also points out that
injection drug use and opiate abuse
specifically are much less common
in adolescents entering treatment.
This study further points out that
tobacco use, and probably nicotine
dependence, a complicating factor
in pregnancy, is very common in all
age groups. The length of stay in
treatment appears not to be
significantly different for adoles-
cents as compared to adult women,
indicating that adolescents, 16 to
19 years old, engage in treatment
about as well as adult women, and
that they may be able to benefit
from programs designed for adult
chemically dependent women.

The relatively small number of
adolescents involved in this
research and demonstration
program for pregnant chemically
dependent women points out the
difficulty in recruiting adolescents
into treatment, especially treatment
with a research component. Direct
recruitment of adolescents into
treatment is complicated by the fact
that teen substance abusers tend to
segregate themselves from adults
and to avoid interactions with
them. A number of factors, such as

homelessness, delinquency,
incarceration, and other psychoso-
cial circumstances which posed a
significant hurdle for direct
recruitment of adolescents into the
MOMS Project are described in
Section V., B. Outreach.

In summary, combining adolescent
and adult pregnant women who are
in need of chemical dependency
treatment is generally supported by
this study. (Farrow, Watts, Krohn,
and Carmichael Olsen, 1998)



G. Psychosocial and Parenting
Client Description at Baseline

By Heather Carmichael Olson

The research objectives for this
portion of the MOMS Project were
to gather data on the life context,
drug use, psychosocial characteris-
tics, family history, number of
children, and parenting attitudes of
chemically dependent mothers who
were offered treatment while
pregnant. Descriptive statistics

were used to generate data reported

here for this baseline sample
{n=262 (46 pilot + 216 randomized).

Figure 11: Sample Size:
Psychosocial Profile

Figure 12: Women Considered at-risk on Psychosocial Measures at Baseline Assessment

Variable Measure Percentage at Risk
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project highly distressed,
with a high rate of
depression (among other
mental health problems),
considerable stress in

Resulis

A majority of the women in the
project (77 percent) reported some
type of maltreatment during their
own childhood, and 20 percent, a
sizable percentage, described
current domestic violence.

The large majority of women who
were already mothers when they
enrolled in the MOMS Project had a
total of 472 living children previ-
ously born to them. These children
were clearly at-risk. At the time of
baseline assessment, 12 percent of
these mothers reported that their
children were being abused.

their lives, and often little
social support. Academic screening
revealed a concerning percentage
with serious literacy problems.
Interestingly, a majority of women
in the MOMS Project responded to
a structured life skills interview with
answers indicating an adequate
overall level of practical life skills,
though about a third of the sample
were still considered at-risk.

Many women identified difficulties
in areas such as handling finances,
keeping track of appointments, and
getting regular exercise. Responses

on a parenting inventory indicated
normative child rearing attitudes in
three (of four) domains, with a
larger than expected proportion of
the sample (52 percent) giving
answers indicating inappropriate
developmental expectations of
children.

Study Implications: Most partici-
pants in this subsidized treatment
project had multiple and serious
needs. Study findings fit with prior
literature on women who were
chemically dependent, which
described a history of childhood
maltreatment, adult mental health
problems, difficulties with social
support, and a spectrum of
parenting concerns (e.g., Bays, 1990;
Davis, 1990; Teets, 1995).

Services must be comprehensive to
adequately provide for women with
varied patterns of polydrug use—

who typically have concurrent
mental health problems and limited
social support— and who are often
also functioning in a parenting role.
The services should include mental
health and alcohol/drug treatment,
as well as peer and family support.
Such services should teach practical
life skills (e.g., financial and leisure
time planning, literacy), as well as
parenting skills (e.g., learning about
normal child development, how to
protect a child from abuse,
decisions about out-of-home
placement). Screening should be
conducted to identify clients at-risk,
and involved in issues of domestic
violence.



H. Psychosocial, Parenting
and Infant Outcomes

By Heather Carmichael Olson

Study Objectives: Study objectives
were to ascertain women's self-
reported psychosocial status
approximately one year after
enrollment; parenting skills and
infant outcome when the children
reached about four months of age;
and examine the impact of

treatment modality and treatment

intensity on maternal and child
outcome when the child reached
age four months.

Sample Size: This follow-up study
focused on randomized clients and/
or infants born to randomized
clients who participated in at least
one follow-up visit. Sample sizes
and descriptions are given for each
section (Figure 13). These vary
depending on the subjects
appropriate to and available for
each analysis. Sample sizes
decrease over time due to fetal/
infant demise and caregiver

Figure 13: Sample Size: Psychosocial,
Parenting, Infant Outcomes

310 T

Sample Potential Group
Pool Population Analyzed

dropout, so findings must be
interpreted with caution.

Data Analysis: To examine the
representativeness of follow-up
participants, women and infants
who were part of the follow-up
sample (total n = 153) were
compared to enrolled nonpartici-
pants appropriate for this compari-
son (total n = 141). Although there
were few differences, such as lower
1Q among nonparticipants, groups
were essentially similar on
measures of drug use and addiction
severity, demographics, selected
baseline psychosocial characteris-
tics, and birth outcome variables,
using t-tests for continuous
variables and chi-square tests for
distributions of categorical
variables. Those not participating
in follow-up probably obtained less
treatment. Most clients in the
follow-up study received some
amount of treatment.

The wide range of measures and
relatively small sample sizes for
different follow-up assessments
dictated the use of univariate
statistics. This increases the risk of
chance findings, so that significant

* differences should be interpreted

very carefully. However, given the
difficulty and importance of
creating change in maternal and
infant outcome, especially among
families struggling with chemical
dependency, any significant
findings should be of considerable
clinical interest.

Results: Analysis of data from
follow-up participants indicated no
significant differences by treatment
modality on maternal psychosocial
status, parenting outcomes, or (for
infants living with their birth
mothers) follow-up infant out-
comes. Combining follow-up data
from the three randomized groups
(and, thus, examining the collective
impact of all types of treatment),
Figure 14 shows significant changes
in women'’s self-reported psychoso-
cial status from baseline to follow-
up approximately one year after
study enrollment.

At study entry, the majority of
women showed notable levels of
depression (and psychological
distress), life stress, and social
isolation. After treatment, there
was improvement on several
indicators.

For example, when initially
assessed, 58 percent of the follow-
up participants reported moderate
to severe depression, compared to
22 percent at follow-up. At the
baseline assessment, almost all of
the follow-up subjects (88 percent)
reported notable life stress.
Although at post-test, a little over
half of this group (57 percent) still
reported notable levels of difficult
life circumstances, there was a clear
drop in stress by the four-month
assessment.

The impact of treatment intensity
on maternal outcome was complex.
Changes in depression and life

Figure 14: Self-Reported Maternal Psychosocial
Status at Baseline Assessment and Follow-up
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stress were most interesting from a
clinical perspective. After antepar-
tum treatment, for the entire follow-
up sample examined in these
analyses, scores from these two
outcomes show a drop almost down
to (or below) risk cut-off scores.

Interestingly, before intervention,
women who eventually stayed in
treatment for three months or
more, were already reporting less
depression than those remaining in
treatment for a shorter period of
time. In addition, the group staying
in treatment for a longer period of
time reported significantly less
stress at the four-month assess-
ment than their counterparts
leaving treatment earlier.

As shown in Figure 15, the 87
infants living with their birth
mothers in follow-up, overall
appeared to show development and

behavior well within normal limits
at four months of age. However,
there was an elevated rate of
neuromotor risk in this follow-up.

Study measures show that
parenting attitudes and behavior
were typically positive for follow-up
participants parenting their
children, regardless of treatment
modality or intensity. (Samples
sizes were small as shown in Figure
15. Note that 65% of infants
remained with their birth mothers
at age four months). Overall scores
were within normal limits on most
parenting outcomes, including
measures such as parenting stress,
maternal interaction with the child
during free play (not shown in
figure), and the quality of develop-
mental stimulation in the home.

There was one concerning sign:
about one-fourth of women in the

Figure 15: Overall Infant and Parenting Outcome

at Four Month infant Fellow-up

(Assessment for 65% of Infants still with Birth Mother n=87)
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follow-up study still parenting their
babies received NCAST Teaching
Scale Mother Total scores falling
below the tenth percentile, based

.on recent norms adjusted for

ethnicity. This indicates elevated
risk within this sample in a
clinically important assessment
situation in which the mothers
attempted to teach their young
infants a challenging developmen-
tal skill.

Study Implications: Findings of this
study must be interpreted carefully
because of reduced sample sizes
and concerns about the generaliza-
tion of these results to the broad
population of women offered
comprehensive services. But these
findings do echo the cautious
optimism about intervention for
chemically dependent pregnant
women found in studies available
so far.

With treatment, which most in this
follow-up study received, women
reported less stress, lower levels of
depression, and better life skills
one year after study enrollment.
The women in the follow-up study
typically displayed positive -
parenting attitudes and behavior in
teaching, free play, and in the home
environment. The global develop-
mental status and behavior of
infants remaining with their birth
mothers was within normal limits.

However, not all birth mothers
retained custody of their children.
For those who did, there remained
signs of concern in both mother

and child outcome, even in this
largely treated follow-up sample,
which argue the importance of
working to further improve services
for this population. Babies in the

- MOMS Project showed an elevated

rate neuromotor risk at about four
months of age, when assessed with
an instrument (MAI-ST) that has
some ability to predict mental and
behavioral status at about age 1.

Mothers in the MOMS Project still
caring for their babies showed an
increased rate of at-risk interaction
with their infants, in spite of the
treatment most received. This is of
particular concern since many of
these women were still in their
prime childbearing and parenting
years. Both these findings underline
the importance of family support
services as part of the intervention
package available to chemically
dependent mothers, especially for
those women raising a biologically
vulnerable child or struggling with
their parenting skills. These
findings also emphasize the
importance of looking more closely
at neuromotor outcome in drug-
exposed children and interaction
between the chemically dependent
parent and her child [Section VI, .,

(1. ).

Differences between treatment
modalities did not show up in
differential maternal and child
outcome. There may be many
reasons for the absences of

differences between treatment



modalities at follow-up: insufficient
sample size to reveal the effect;
follow-up time too short to reveal a
difference in modality; that any
form of treatment is adequate to
effect change at this early point in
recovery; and that the community
standard of services improved
dramatically during the tenure of
the MOMS Project.

Higher treatment intensity, defined
as remaining in antepartum
treatment three months or more,
did appear to have a positive— if
complex— impact on certain
aspects of maternal psychosocial
outcome. It may be that women
remaining for more treatment were
those more motivated in the first
place. Sorting out what is involved
in treatment retention should be a
high priority in treatment research
for women.

[I. Secondary Analysis |

(1) AnTEPARTUM DRUG ABUSE AND
Pre-TERM DELIVERY: Is THE Risk
ACCOUNTED FOR BY Co-FACTORS?

By Marijane Krohn

Bdckground and Rationale:
Emphasis on primary prevention
has led to an interest in
intervenable risk factors such as
tobacco use, illegal drug abuse,

and maternal genital infections
during pregnancy. It is widely
recognized that women often have
two or more of these same risk
factors for pre-term delivery, such
as tobacco use and illegal drug
abuse during pregnancy, and genital
infections (Slutsker 1991). However,
few investigators have measured
these concurrent risk factors among
the same women and determined
whether they have independent
effects on the risk of pre-term
delivery.

Study Objective: The purpose of
this study was to determine
whether the risk of a pre-term low
birth weight delivery associated
with drug abuse during pregnancy

. may be accounted for by other risk
factors for pre-term delivery. These
risk factors and risk markers are
more frequent among drug abusing
women. They include race/
ethnicity, mother's age, number of
previous pregnancies, tobacco use
during pregnancy, and maternal
genital infections during pregnancy.

Metfiods: This study is presented as
a secondary analysis of women
enrolled to two different studies at
two different time periods at the
University of Washington Medical
Center, Seattle, Washington. The
study design is a prospective,
double cohort study. Women
referred for substance abuse
treatment during pregnancy in the
MOMS Project formed the first
cohort (n =293, 181 of these had
genital specimens). Women in the
second cohort (n = 601) were
attending the UWMC associated
clinics for routine prenatal care and
enrolled into a study of vaginal
bacteria during pregnancy between
1984 to 1986 (Krohn 1989, Hillier
1991). These women were not
seeking drug treatment during
pregnancy and were questioned on
their use of heroin/methadone and
cocaine use since they were
pregnant. Both cohorts of women
were enrolled between 16 and 30
weeks gestational age.

Figure 16: Sample Size: Antepartum Drug
Abuse and Pre-term Delivery

Results: A comparison of character-
istics of the substance abusing
cohort (MOMS Project clients)
compared to non-drug taking
women showed that women
referred for a drug treatment
program were more likely to be
African-American (37 percent versus
15 percent) or Hispanic (20 percent
versus 2 percent) than the reference
group of women. They are also
more likely to be older. Substance
abusing women were also more
likely to smoke cigarettes during
pregnancy than was the reference
group of women.

Drug dependent women were more
likely to be colonized with N.
gonorrhoeae or with T. vaginalis than
were women not abusing drugs
during pregnancy. Drug abusing
women were less likely to have a
cervical C. trachomatis infection but
were more likely to have bacterial
vaginosis.
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Adjusting the risk of a pre-term low
birth weight delivery associated
with drug dependence for any STD,
number of cigarettes per day, and
the number of prior pregnancies
lowered the risk compared with the
unadijusted risk. The risk of a pre-
term low birth weight delivery
adjusted for bacterial vaginosis,
number of cigarettes per day, and
the number of prior pregnancies
changed it very little from the
unadjusted risk.

Study Implications: The findings
from this report extend to other
studies in that they assessed the
risk of pre-term low birth weight
associated with drug dependency
during pregnancy after controlling
for tobacco use during pregnancy,
the number of prior pregnancies,
and the concurrent effect of genital
infections and syndromes. The
estimate of risk adjusted for
tobacco use during pregnancy,
number of prior pregnancies, and
bacterial vaginosis indicates that
drug dependency during pregnancy
has a substantial and statistically
significant risk for pre-term low
birth weight, in addition to that
associated with smoking and
genital infections.

(2) ProriLE oF WoMEN AT-RISK FOR
REFUSING OR UNDER-UTILIZING
TREATMENT SERVICES

By Jean Lanz

The Project conducted analyses on
women who failed to enter
treatment (admission failures), and
women who failed to access post-
delivery medical and psychosocial
services. The women were assessed
for differences across demographic
characteristics including criminal,
social service, mental health, family
violence and chemical dependency
treatment histories, and for delivery
outcomes. These analyses were
done in an effort to construct
psychosocial profiles for women
who failed to participate fully in the
project. The purpose of the
analyses was to determine if
recruitment and case management
techniques might be modified to
reach these women more success-
fully.

Results: Subjects were defined as
“treatment admission failures”
(n=48) if they were randomized to
the MOMS treatment modalities
and either refused their treatment
assignment or failed to appear for
treatment. When compared by
treatment admission, these women
did not differ significantly on
demographics, family violence
histories, or chemical dependency
treatment histories.

The women who failed to enter
treatment did differ for the
following characteristics (p=0.05):
they were (a) significantly more
likely to identify their friends as
substance-users; b) significantly
less likely to have been treated with
psychotropic medications; and ¢)
significantly more likely to deliver a
pre-term infant.

Subijects were defined as “research
follow-up failures” (n=63) if they
failed to complete any of the post-
delivery appointments involving
medical and psychosocial assess-
ment of mother and child. The only
difference noted between the
women who successfully completed
follow-up appointments and those
who did not was that follow-up
failures were significantly more
likely to identify their friends as
substance-users (p=0.05).

Study Implications: While neither of
these analyses produced dramatic
results, the findings support other
research regarding the impact of
substance-using friends on
treatment success, as well as this
project’s overall findings regarding
the higher risk of pre-term delivery
for women who fail to access
treatment.



[J. Follow-up Sub-studies

By Heather Carmichael Olson and
D. Heather Watts

(1) PrepicToRS OF DECLINE IN
DEVELOPMENTAL SCORES AMONG
INFANTS BORN TO SUBSTANCE-ABUSING
WOMEN

Background and Rationale: A large
number of children born prenatally
substance-exposed are often being
raised solely by their biological
mothers in homes struggling with
addictive behavior and recovery.
The MOMS Project measured a

variety of developmental influences,

prenatal and early child characteris-
tics (such as substance exposure
and birth weight), which were
strong predictors of early infant
behavior and development
(Carmichael Olson, Hanna, & Toth-
Sadjadi, 1996). However, recent
literature argues for the need to
examine aspects of the postnatal
environment as notable contribu-
tors to a drug-exposed child’s
outcome over time— particularly
the parenting attitudes and
interactive behaviors of chemically
dependent mothers (Mayes, 1995).

Study Objectives and Overview of
Sample and Methods: The goal of
this sub-study was to identify
potential risk factors for decline in
developmental status over the first
year of life, as measured by the
Bayley Scales of Infant Develop-
ment (Bayley, 1969), in infants born

to 85 pilot and randomized subijects
who attended both first and second
post delivery follow-up visits. In the
MOMS Project, only a sub-sample
of infants could be followed
through age one year because of
funding constraints.

Figure 17: Sample Size:

Predictors of Decline in Developmental Score
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Data analysis techniques included
descriptive statistics and t-tests to
examine overall drop in child
developmental outcome and
MANOVASs to determine which
factors were significantly associated
with a decline in infant outcome
scores for each of the caregiver and
infant domains. Due to the small
sample size, results should be
interpreted with caution.

Results: Maternal and child

.characteristics were generally

similar to those reported for the
larger follow-up group. Of note is
the fact that of the 85 infants
followed in this sub-study, 73
percent were cared for by their
biological mothers throughout the
follow-up period. As a whole, the
infants remained within the normal
range on mental and motor skills
over the first year of life.

o Study showed significant
decrease in Bayley Mental
Developmental Index (MDI) and
Psychomotor Developmental
Index (PDI) scores from 4 to 12
months of age in the overall
follow-up sample,

o Slightly more than one-third (37
percent) of these babies showed
a notable drop in their MDI
scores over time (i.e., a decrease
of 15 points or more between lab
visits), while only a few (9
percent) showed an equivalent
increase.



Figure 18: Meaningful Decline in Infant
Developmental Scores
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Approximately one-third (31 percent)
of the infants consistently cared for
by their birth mothers (n=62) were
at-risk for developmental decline in
mental skills (Figure 18). The
definition of “meaningful decline” in
MDI over time is defined as drop in
MDI scores of 15 points or more from
4 to 12 months, coupled with a 12-
tnonth MDI score below the
standardized mean of 100.

g Findings revealed that the
significant predictors of meaning-
ful decline in infant mental status
over the first year of life were
measures of problematic maternal
cognitive growth fostering
interactions with their babies.

g Maternal characteristics, such as
intellectual status or self-reported
level of depression, may also have
a mediating influence on
meaningful developmental decline
in the infant’s mental skills.

Study Implications: Findings of the
present sub-study underline the
additional need to provide interven-
tion which explicitly teaches parents

how to foster the cognitive
development of their young
substance-exposed infants through
appropriate and high-quality
parenting interactions. Such
intervention must take into account
the mother's intellectual and
emotional status, as well as her
recovery progress, and can be
accomplished through family
support services, such as parenting
support groups, parent participa-
tion in therapeutic childcare, and/or
individualized child mental health
services.

It may also be important to give the
child supplemental developmental
stimulation in the form of high-
quality therapeutic childcare.
Recent literature emphasizes the
importance of providing family
support to women with children
within a chemical dependency
treatment context (Kaplan-Sanoff &
Rice, 1992; Van Bremen & Chasnoff,
1994), and has begun to contend
with the practical challenges that
family-centered treatment presents
(Metsch et al., 1995).

(2) Tue MAI-ST: A Motor
ScreeNING TooL USEFUL FOR INFANTS
PRENATALLY EXPOSED TO ALCOHOL AND
OtHEer DruGs

Background and Rationale:

Growing numbers of children are at-
risk for developmental problems
due to prenatal substance expo-
sure. Previous reports have often
indicated that alcohol and drug
exposed infants have a higher
incidence of subtle neuromotor and
neurobehavioral deficits, particu-
larly in the first few months of life
(Carta et al., 1994; Fetters & Tronick,
1996; Swanson, 1996). Early,
accurate, and cost-effective
screening of polydrug-exposed
infants is critical to determine if
more comprehensive developmen-
tal assessment is necessary. Yet
there are few assessment instru-
ments that have documented utility
for the early evaluation of infants
born polydrug-exposed.

Study Objectives: This MOMS
Project sub-study focused on
determining the usefulness of the
Movement Assessment for Infants-
Screening Tool (MAI-ST; Chandler,
1983). The MAI-ST was adminis-
tered to a majority of the MOMS
Project infants in the first follow-up
visit, and a consecutive sub-sample
of infants brought in

a) to predict the developmental
status of the drug-exposed infants
at about age one year; and b) to
provide specific information to
health care providers on the validity
and clinical use of the MAI-ST for
infants born substance-exposed.

Interestingly, data from the four-
month follow-up visit of the MOMS
Project found that the MAI-ST
identified neuromotor risk in a
sizable number of the infants
involved in follow-up, even though
these babies performed within
normal limits on other developmen-
tal and behavioral measures at that
point in time (Carmichael Olson,
Hanna, & Toth-Sadjadi, 1996). Thus,
the MAI-ST did signal possible
developmental concerns within this
group of infants, and showed some
utility as a screening tool given that
it was the only assessment
instrument identifying elevated risk
in this sample.

The utility of the MAI-ST would be
demonstrated more strongly if this
assessment instrument showed
some potential to predict develop-
ment later on, especially if other
early measures did not.

Figure 19: Sample Size: Infant
Outcome Analysis
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Results: Maternal and child
characteristics were, in general,
similar to those reported for the
larger follow-up group (though
those involved in the follow-up
study were probably at slightly
lower risk than the full MOMS
Project cohort). There were no
group differences on important
maternal and infant characteristics
found between the larger group of
caregiver-child pairs followed in the
MOMS Project and this smaller sub-
study sample. The average birth
weight (M = 3077.8 grams; SD =
639.2) and gestational age (M = 38.9
weeks; SD = 2.0) of infants in this
sub-study sample were broadly
within normal limits, but a sizable
percentage of these babies
appeared to be biologically at-risk.
For example, 16 percent were born
prematurely and 22 percent were
considered small for gestational
age at birth.

Figure 20 shows the developmental
and neuromotor outcomes for the
sample of 51 babies followed in this
sub-study. The first follow-up visit
typically took place at about four to
five months of age, while the
second follow-up session occurred
on average at about one year, with
an interval of approximately eight
months between visits. At both
visits, this group of infants (on
average) scored within normal
limits on measures of mental,
psychomotor, and behavioral
development. However, perfor-
mance on the MAI-ST did identify a
large number of infants as poten-
tially at-risk for neuromotor
difficulties. In contrast, at the early
assessment visit, the more
commonly-used Bayley Scales of
Infant Development (BSID; Bayley,
1969) identified almost no babies
as at-risk for developmental
problems.

Figure 20: Developmental and Neuromotor Outcomes
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Additional analyses showed that
MAI-ST Full Screen Total Scores of
greater than 6 at four months of age
could distinguish a group of 8
children who performed signifi-
cantly lower on a global test of
mental skills and behavior ratings
at age one.

Study Implications: Results from
this sub-study, arising from limited
data but of clear clinical interest, fit
with the notion that early neuromo-
tor deficits among polydrug-
exposed infants may be indicators
of poor neurological organization.
These, in turn, may underlie
behavioral and developmental
problems that emerge over the first
year of life, depending on environ-
mental circumstances and
vulnerability of the child.

If this notion proves true, it is
essential that health care profes-
sionals and early interventionists
carefully screen the development of
infants born alcohol and drug
exposed. Based on data presented
here and further detailed in Stewart
etal., (1997), the MAI-ST may have
promise as a brief screening tool for
important aspects of later develop-
ment (at least for the ages and
population tested in this sub-
study), especially in contrast to
more global and time-consuming
measures such as the Bayley Scales
of Infant Development. Replication
of these findings will be important.



(3) DetEcTION OF PossiBLE FETAL
ALCOHOL SYNDROME IN SUBSTANCE
ABUSING PREGNANT WOMEN AND IMPACT
ON TREATMENT PARTICIPATION.

Background and Rationale: Fetal
alcohol syndrome is the leading
known cause of mental retardation
in the Western world. FAS and the
wider range of fetal alcohol effects
may lead to significant behavioral
problems and learning disabilities
in adolescence and adulthood.
Drug and alcohol abuse often affect
many generations of the same
family. Among a group of severely
chemically dependent women,
many would be expected to have
come from families with substance
abuse histories, including mothers
with drug and alcohol use during
pregnancy.

Study Objectives: The focus of this
sub-study was to evaluate chemi-
cally dependent women for
physical, historical, and cognitive
findings consistent with alcohol
effects.

Another focus of this sub-study was
on assessing participation in
chemical dependency treatment by
women with and without probable
fetal alcohol effects.

Methods: We evaluated women for
a constellation of physical features,
maternal histories, school
difficulties, and social skill deficits
which may be indicators of
significant in utero alcohol
exposure. We assessed the
relationship of possible fetal
alcohol effects to treatment stay
through an interview and physical
examination.

Diagnosis of probable fetal alcohol
syndrome was made if the patient
had a history suggestive of
maternal alcohol use and positive
findings in at least two of the other
three categories: physical
examination, WRAT (reading level
< 4th grade level)/Shipley IQ test
(< 70) and social skills test

(< 18 of 22). Possible fetal alcohol

Figure 21: Sample Size: Fetal Alcohol Syndrome Sub-study
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syndrome was diagnosed if findings
were positive in two of the four
categories. Nineteen (43 percent)
of the 44 patients approached
agreed to participate in this sub-study.

Results: Four patients (20 percent)
had probable FAS and three (16
percent) had possible FAS. Of note,
the four women with probable FAS
all stayed in treatment for over 28
days after enrollment compared to
only 50 percent of the possible or
non-FAS. Median treatment days
for women with probable FAS was
73 compared to 42 for the remain-
der (p =0.04).

Study Implications: Probable FAS,
based on history, physical findings,
and life skills, was surprisingly
common in this group of severely
chemically dependent women.
Contrary to our hypothesis, women
with FAS were more compliant with
treatment during pregnancy,
possibly because of the structured
environment. The frequency of
probable FAS underscores the need
for outreach and treatment services
for chemically dependent women to
prevent fetal damage and break the
intergenerational cycle of substance
abuse.



K. Post Intervention
Follow-up - One and Two Years
Post Partum

Introduction

The study population for Study K(1),
Case Management, includes women
enrolled in the MOMS Perinatal
Research and Demonstration Project.
It also includes other women who
delivered in the catchment area
between July 1991 and December 1994
and were identified as having a
substance abuse problem as noted on
a Medicaid reimbursable claim and/or
on the state substance abuse
treatment database (TARGET). Study
K(2) and Study K(3) are comprised of
women enrolled in the MOMS Project
between January 1, 1992, and June 30,
1994. Women were included in these
studies that could be matched to birth
certificates and thereby linked to other
administrative databases on public
service use and costs.

Service use and costs for the three
studies presented in this section were
identified, unduplicated, and
aggregated across administrative
databases by Department of Social
and Health Services, Research and
Data Analysis. For Study K(2),
selected one-year postpartum
outcomes were analyzed by duration of
perinatal chemical dependency
treatment. Study K(3) includes
analysis of selected postpartum
outcomes of MOMS Project partici-
pants by treatment modality.

Identifying information from the
MOMS Project was used to link women

and their infants to the following
databases:

O FirstSteps Database: constructed
from Medicaid claims and eligibility
information and infant birth and
death certificates.

01 Warrant Rolls: income assistance
under AFDC, general assistance,
state supplemental SSI, related
childcare, and food stamp benefits.

O Social Services Payment System

Payment History: state payments for

community-based residential
treatment, foster care, and related
services.

O TARGET: Treatment and Assessment

Report Generation Tool, the state
substance abuse treatment tracking
system. ‘

O CAMIS: Case and Management
Information System for child welfare
services, including child protective
services and foster care services.

Substance abuse treatment and
medical care are identified uniquely for
the mother or mother/infant pair. Child
protective services and foster care,
however, may pertain to other children
in the family.

" Costs of services were based on actual

state or Medicaid reimbursement for
that service when available. If
reimbursement amounts were not
available, they were estimated by
applying state or Medicaid reimburse-
ment rates to the observed quantity of
service. Payments for child protective
services were imputed based on
average monthly costs. All costs were
adjusted to 1996 dollars.

(1) ImpAcT OF MATERNITY CASE
MANAGEMENT ON UTILIZATION OF
SERVICES

by Jean B. Lanz, Joyce H. Huber, Teri Hall

Study Objectives: This study
examines the impact of maternity
case management on clients’
utilization of substance abuse
treatment and medical care. It was
hypothesized that intensive maternity
case management would increase
pregnant women's access to
substance abuse treatment and
prenatal care.

During implementation of the MOMS
Project statewide Medicaid prenatal
legislation, called First Steps, was
enacted.

First Steps Case Management: The
First Steps legislation, passed in
Washington State in 1989, was
directed to improve the birth
outcomes of low-income pregnant
women. A major component of the
legislation focused on outreach and
case management services to identify
eligible women and to provide
assistance in obtaining prenatal
medical care and other services,
including substance abuse services.

MOMS Project Case Management:
Women identified as eligible for the
MOMS Project (under 28 weeks
gestation) received intensive
outreach and case management
services toward the goal of their
enrollment in substance abuse
treatment. Initial services included
community outreach often to their
place of residence and referral and/or
linkage to a prenatal provider.

A MOMS case management team,
consisting of a social worker and a
public health nurse, delivered a full
range of prenatal and postpartum
maternity case management services.
The services included assessment of
pregnancy and postpartum needs for
medical, economic, social, and
developmental support services for
the woman and her children (see
Section V. A. for additional informa-
tion on MOMS case management
component).

Women who enrolled in the MOMS
Project and were assigned to MOMS
treatment were eligible to receive
continuing intensive case manage-
ment services for up to two years
postpartum.

Women assigned to community
treatment, as well as those who did
not enroll in the project, were
provided services by the MOMS
Project case management team for up
to 30 days and then transferred to a
First Steps Maternity Case Manager.



Data And Methods. This study
population consisted of women who
imave birth in King County, Washing-
ton State, between July 1, 1991, and
Iecember 31, 1994, and had an
mdication of substance abuse as
noted in any Medicaid claim, or
received any publicly-funded
-bstance abuse treatment in the
wtior post partum period. The
Miedicaid indication used for First
steps case management determina-
tion does not indicate a diagnosis of
«hemical dependency nor does it
«dentify the severity of the substance
.buse. All women enrolled in the
MOMS Project had a diagnosis of
- grious to severe chemical depen-
dency.

Women who gave birth after July 30,
1994, did not have two complete
years of postpartum data on
“ubstance abuse treatment, foster
care, and Child Protective Services
(CPS), and were excluded from
calculation of two-year postpartum
rmeans and frequencies.

For purposes of analysis, pregnant,
chemically-using women were
classified in the following four
categories of services received: (a)
those who were enrolled in the
MOMS Project (n=308); (b) those not
enrolled but who received initial case
management services through the
MOMS Project (n=414); (c) those who
received Medicaid-funded maternity
case management services (First
Steps) (n=1365); and (d) those who
did not receive any maternity case
management services (n=478) (see
Figure 22).

Figure 22: Sample Size: Case
Management
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Results

Client Characteristics: Demographic
characteristics of women receiving
MOMS case management services
compared to women who did not
receive MOMS case management
revealed that MOMS women were:

O at higher socio-economic risk

O older (over 26 years)

o disproportionately African-
American

o more likely never to have been
married

o more likely to have two or more
children

o more likely to be on public
assistance

O less likely to be employed, if
employed, reported a lower
average income

Utilization of Substance Abuse
Treatment Services:

O Women receiving MOMS case
management prenatally were
significantly more likely to receive
substance abuse treatment at some
time during their pregnancy or post
partum (93% MOMS of Project
enrollees and 62% non-enrollee) than
were women who received First Steps
case management (50%) and no case
management (49%).

0 Women receiving MOMS case
management were significantly more
likely to receive prenatal substance
abuse treatment (87%, MOMS

enrollees; 39%, non-enrollees) than
women receiving First Steps case
management (29%), or no case
management, (18%).

0 Women receiving MOMS case
management who did not enroll in
the project (23%) and women who
received First Steps (23%) or no case
management services (31%) showed a
greater likelihood of receiving
postpartum substance abuse
treatment compared to MOMS
Project enrollee women (6%).

O Accessing prenatal care over the
course of a woman's pregnancy was
about the same for both MOMS
Project women (96%) and for women
receiving community case manage-
ment (95%).

O Women receiving community case
management were significantly more
likely to access prenatal care in the
first trimester of pregnancy (60%)
than were MOMS Project case
managed women (52%).

O Women who received MOMS
Project case management had
significantly more referrals to CPS
(53%) than women who did not
receive MOMS case management
services. MOMS Project women
utilized foster care placement
services through two years postpar-
tum at a higher rate (40%) than
women who did not receive MOMS
case management services (17%).



Cost of Services:

O Maternal medical costs were
significantly higher both for women
who received no case management
services ($14,725) and women who
received MOMS Project case
management ($14,208) compared to
women who received community case
management ($11,608).

O Infant costs through two years
postpartum were comparable
between women who received
MOMS case management ($3,375)
and all other women who did not
receive such services ($3,352).

Figure 23: MOMS Case Management
Compared To First Steps And No Case
Management
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[[.,fam‘ S e § W — $3’ 91.1‘ 1 Infant "
Medical Care | First Steps 1365 $3241
No Case Management 478 gg}?
" Excludes women whose cost of prenatal abuse could not be

aChi-squared statistic significant at 5% comparing MOMS enrollees to other women who received MOMs case management only
b Chi-squared statistic significant at 5% comparing women who receive only community case management to those who received no case management
“t-statistic significant at 5% comparing MCMs enrollees to other women who received MOM's case management only

9Yncludes additional women whose cost of p

ivery care could be

“t-statistic significant at 5% comparing women who receive only community case management to those who received no case management




Discussion Overall, this study found
that women receiving MOMS
Project case management services
were significantly more likely to
receive substance abuse treatment
during pregnancy and to receive it
earlier in their pregnancies.

The finding that MOMS case
management services did not
appear to create an advantage in
accessing prenatal care in the first
trimester is reflective of the timing
of enrollment for most MOMS
women. Women were approached
by MOMS case managers during the
tirst trimester of pregnancy, with the
majority of enroliments into the
MOMS Project and prenatal care
occurring in the second trimester
(63%).

Similarly, the higher rates of
substance abuse treatment did not
translate into reduced use of other
services such as foster care, CPS
referrals, or medical care. Women
who received MOMS case manage-
ment appeared to be at higher risk
for foster care placement and CPS
referral prior to delivery, and this
pattern continued in the postpar-
tum period. The greater use of
community services partly reflects
the higher risk nature of the women
who received MOMS Project case
management and may be indicative
of the MOMS Project case manag-
ers’ success in linking patients to
needed resources. However, this
finding may also be partly attribut-
able to the fact that MOMS women
had more children and, therefore,

were more likely to be involved with
these services prior to the current
pregnancy.

Higher cost of maternal medical
care for MOMS women was, again,
most likely related to the fact that
women eligible for MOMS were a
higher-risk population, requiring
more medical intervention than the
women receiving community case
management.

Almost all MOMS women were
identified with severe chemical
dependency and often with other
co-morbid physical and mental
health conditions, whereas, the
physical and mental health status
of non-MOMS women could not be
adequately determined for the
purposes of this study.

Study Implications. The greater
success rate of the high-risk women
receiving MOMS case management
in accessing substance abuse
treatment during pregnancy
suggests that specialized recruit-
ment of pregnant, chemically-using
women is a valuable and effective
approach.

Also worth noting is the fact that,
while infant costs were comparable
between the two groups (MOMS vs.
non-MOMS), expenses for the care
of babies of the higher risk, more
seriously chemically-involved
MOMS women were held down to
the level of a lower risk population.



(2) SeLecTED ONE YEAR POSTPARTUM
OutcoMEs BY DURATION OF PRENATAL
CHEMICAL DEPENDENCY TREATMENT

by Joyce H. Huber

Study Objectives: This study
examines the relationship between
length of prenatal substance abuse
treatment and selected postpartum
outcomes among pregnant,
chemically dependent women. It
examines the relationship between
treatment length and the following
maternal and child outcomes:
infant or fetal death, cost of
postpartum medical care and
substance abuse treatment, and use
and cost of child protective services
and foster care.

Data and Methods: Details on the
databases used for this study are
presented in the introduction of
Section K.

Length of treatment was measured
across all prenatal treatment
episodes irrespective of treatment
location or modality. Treatment
days were determined from MOMS
Project treatment records, inter-
views with women in community
treatment, and from the Washing-
ton State Medicaid and TARGET
databases.

Treatment days were categorized as
0to 20 days, 21 to 30 days, and over
30 days. Women completing less
than 21 days of treatment were
considered early treatment dropout.

Differences across the three
treatment arms were tested for

K

significance using T-tests for
differences in means, and Chi-
squared tests for differences in
proportion. Differences that were
significant at p=.10 are noted, with
probabilities in parentheses.

Sample: The sample for this study
includes service use and cost
through one year postpartum

available for 289 women (Figure 24).

Of 365 women originally enrolled in
the MOMS Project, 76 were
excluded as follows: 57 were
eliminated due to database
problems and 19 had missing
treatment information. Among the
289 women in the study, there was
one maternal death and 9 infant/
fetal deaths in the first year
postpartum. Women who died or
whose infant died during the first
year postpartum were not included
in estimates of postpartum use and
cost of substance abuse treatment,
medical care, CPS, or foster care.

Figure 24: Sample Size: Postpartum
Outcome by Prenatal Treatment Duration

Results - One Year
Postpartum:

Infant/Fetal Deaths: Figure 25
shows that the rate of infant or fetal
death was significantly lower for
women who participated in over 21
days of substance abuse treatment
(1.7 deaths per 100) compared to
women who had 20 or fewer days of
treatment (7.1 deaths per 100).

Figure 25: Infant Deaths by Days in Treatment
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Cost and Use of Services

One-year postpartum spending on
maternal and infant medical care,
c¢hemical dependency treatment,
and Child and Family Services were
compared by duration of prenatal
chemical dependency treatment.

t1 No differences were found in
reaternal and infant medical care by
duration of treatment.

t1 Postpartum substance abuse
treatment was higher for women
who received more than 30 days of
prenatal substance abuse treatment
{$778 compared to $485 for women
with 21 to 30 days, and $207 for
women with less than 21 days).

r1 Total spending on Child and
Family Services (foster care and
€PS) was lower for women who
stayed more than 30 days in
treatment ($1,623) compared to
those that stayed less then 21 days
($2,378).

13 Figure 26 shows that foster care
averaged $1,016 and CPS payments
averaged $607 for women who
stayed more than 30 days in
treatment compared to $1,446 and
$932 for women who stayed less
than 21 days.

Figure 26: Postpartum Cost and Use of Foster Care and

CPS by Duration of Prenatal Treatment
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Study Implications: Pregnant
women enrolled in the MOMS
Project who stayed over 21 days in
treatment appeared to have
improved infant outcomes in terms
of a lower infant/fetal death rate
and less foster care and CPS
spending. However, treatment
completion did not result in lower
medical cost of substance abuse
treatment compared with women
who received less treatment.

(3) SELECTED PosTPARTUM OQUTCOMES
BY RANDOMIZED TREATMENT ASSIGNMENT

By Joyce H. Huber

Study Objectives: This study
examines the effectiveness of
substance abuse treatment programs
for pregnant women with respocet to
select postpartum outcomes. The
study design provides an opportu-
nity to examine rigorously the
incremental benefits of the residen-
tial component of substance abuse
treatment compared to a similarly
intensive outpatient treatment. It
also examines whether either of the
two MOMS experimental treatments
provides benefits above those of
community treatment.

Other studies that have compared
the relative effectiveness of

residential and outpatient
substance abuse treatment have
produced conflicting results.
French et al. (1993) and Walsh et
al. (1991) found residential
treatment to be more effective than
outpatient treatment for select’
outcomes. Alterman et al. (1994),
Hayashida et al. (1989), and
Longabaugh et al. (1983) found no
significant differences in outcomes
for patients assigned to inpatient
treatment and those assigned to
outpatient treatment.

Those studies that found inpatient
treatment to be more effective
compared very intensive inpatient
programs with less intensive
outpatient programs. Thus, the
treatments differ both in the
residential aspect and the intensity
(i.e., number of hours of treatment
per week).

This study advances the literature
on the relative effectiveness of
different treatment modalities by
comparing two programs of
essentially identical intensity, one
with a residential component. Also
it examines the effectiveness of
treatment for a pregnant popula-
tion, which has not been the focus
of previous studies, and measure
effectiveness in terms of outcomes
and costs that are of particular
importance among pregnant and
parenting women. These outcomes
include foster care, child protective
services (CPS), and public
spending on substance abuse
treatment and medical care.



Description of the Population Women

who enrolled in the MOMS Project
were randomly assigned to one of
two MOMS Project treatments; 30~
day intensive inpatient or 30-day
intensive outpatient,' both followed
by additional outpatient treatment;
or were randomly selected for
referral to community treatment
facilities.

The MOMS-funded intensive
outpatient treatment and intensive
inpatient treatment consisted of the
same program components except
that the intensive inpatient arm
allowed women to live at the facility
with their children (up to 6 years of
age) for 35 days.

Women in the control group were
placed in particular programs based
on treatment protocols and
according to patient needs and
preferences and received the
spectrum of treatment available in
the community.

Likewise, not all women who were
randomized to one of the MOMS
treatment arms actually received
treatment at the MOMS treatment
facility. Figure 27 shows the actual
treatment women received regard-
less of their assigned arm. Thus, the
mixture of MOMS/non-MOMS
treatment that women actually-
received dilutes comparison of the
relative effectiveness of the MOMS
modalities.

Figure 27: Actual Treatment Received
Regardiess of Randomization
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1 The total length in residency was 35'days but the first week of treatment in both
programs consisted of attending appointments, assessments, and other transitional

activities.

2 One woman and eight infants died during the follow-up period. The differences in death
rates across treatment arms were not significant. Use and costs wera calculated including
and excluding women who died or whose infants died prior to the end of the follow-up
period and there was no significant difference in outcomes or costs.

Sample and Data For this study,
women were included in the
modality to which they were
randomized regardless of whether
or not they actually received that
MOMS treatment. Data for this
study were available for 240

. women (see Figure 28): 249 were

matched to the birth certificate for
the relevant infant; nine women
were excluded because they or
their infant died within two years
postpartum.? The number of
women and infant pairs who
survived through two-years
postpartum was 81 randomized to
MOMS intensive outpatient

treatment, 82 women randomized
to MOMS residential treatment,
and 77 women randomized to
community-based treatment.

Details on the data bases used for
this study are presented in the
introduction to Section K.

Figure 28: Postpartum Randomized
Sample Size for Analysis

Results Client Characteristics:
Client characteristics and prenatal
service use were compared across
modalities.

0O Women randomized to MOMS
outpatient were: more likely to be
married (23%) compared to
residential (13%, p=.098) or
community women (13%, p=.089)
and less likely to be employed
(15%), than women in residential
treatment (26%, p=.086) or
community treatment (29%, p=.085)
respectively.

O Outpatient and residential
women had more children on
average than community women
(1.8, p=.077; 1.9, p=.046; and 1.4
respectively). '

O Women enrolled in the MOMS
Project were at high risk for a CPS
referral or foster care placement.
Eighteen percent had an accepted
CPS referral during their pregnancy
and 14% already had a child in
foster care. This high involvement
with CPS and foster care increased
in the postpartum period as some
women who had no other children
became involved with these systems
for the first time.
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Figure 29 shows the percent of
MOMS enrollees with any prenatal
use of CPS or foster care compared
to any postpartum use of CPS or
foster care.

0 Seventeen percent of outpatients
had a CPS referral during pregnancy
compared to 22% of residential
women and 14% of community
women.

0 During the first year postpartum,
these rates increased to about 46%
across all modalities. Neither these
differences, nor the differences in
the change in CPS referral from the
prenatal to the postpartum period,
were significant.

(1 Prenatal foster care use was 17%
for MOMS outpatients, 15% for
MOMS residents, and 9% for
community women.

0 In the first year postpartum the
percent of women who had any use
of foster care increased in all
groups to 35% for MOMS outpa-
tients, 31% for MOMS residents,
and 23% for community women.
The lower prenatal and postpartum
use of foster care among women
randomized to community
treatment likely reflects fewer
children on average. However,
these differences were not
statistically significant.

Postpartum spending on substance
abuse treatment and other medical
care was also examined.

Figure 29: Comparison of MOMS
Enrollees’ Prenatal and Postpartum Use
of CPS or Foster Care
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O There was no significant
difference in postpartum spending
on substance abuse treatment,
which averaged $1,739 on women
randomized to MOMS Project
outpatient treatment, $1,994 for
women randomized to MOMS
Project residential treatment, and
$1,622 for women randomized to
community treatment.

O Spending on maternal and infant
medical care in the first year
postpartum averaged $5,495 for
MOMS outpatient clients compared
to 53,985 for MOMS residential
clients and $4,827 for MOMS
community clients.

While medical costs averaged
§1,511 less for women randomized
to MOMS residential treatment arm
compared to women randomized to
MOMS outpatient arm, this
difference was not statistically
significant due to the large variance
of medical expenditures.

Discussion This study compared
women randomized to two
experimental substance abuse
treatments and one control
treatment for selected postpartum
outcomes. No significant differ-
ences in outcomes were found
among the three treatments on any
of four outcomes postpartum:
change in percent of women with
any CPS referral, change in percent
with any foster care placement,
postpartum substance abuse
treatment spending, or postpartum
medical costs.

These findings should be inter-
preted with caution. The compari-
son of MOMS outpatient treatment
to MOMS residential treatment is
based on the women's randomized
assignment not on where or if
treatment was actually received.
Eighteen percent received other
community treatment, and 14%
received no prenatal substance
abuse treatment. Thus in compar-

ing the two MOMS treatment arms
we are’measuring the weighted effects
of MOMS treatment, community
treatment and no treatment.

The interpretation of the commu-
nity comparison group is even more
difficult since community treatment
consisted of a wide range of
modalities and intensities of
treatment. On average, however,
treatment intensity of the commu-
nity treatment arm was lower than
that of either MOMS treatment
since only 40 % of women random-
ized to community treatment
received intensive hospital-based or
residential treatment. The more
intensive treatment programs did
not appear to have any significant
impact on the outcomes examined.

Finally, the results may reflect the
small sample available for analysis.
There were some effects that may
have been significant if the sample
size had been larger. For example,
the $1,511 difference in postpartum
infant and maternal medical costs
between MOMS outpatient and
MOMS residential women would
have been significant with 145
observations per group.



Study Implications

While no differences in outcomes
could be detected across the three
treatment arms, women random-
ized to MOMS intensive outpatient
treatment had considerably lower
prenatal substance abuse
treatment costs ($3,354), than
those randomized to MOMS
residential ($5,655) or community
treatment ($5,535, p=.001 and
p=.007 respectively).® Thus, it
appears that women can be
offered a very intensive outpatient/
day treatment at much lower cost
than an option that includes a
substantial residential compo-
nent, with no significantly worse
impact on several important
outcomes.

3 The high cost of community treatment is
attributable entirely to the use of expensive
hospital-based substance abuse treatment which
averaged $7,862 per recipient.
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